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Below is a key to help with clarifying the three types of outcome variables (transmission 
of views regarding outside mental health services, any use of services, and the extent of 
use of services) explored in this study and the items and scales that were used to measure 
them. 
 
Key Guide: Transmission Questions 
Transmission A = Frequency of your church leader who is above you coming to you 
to talk about outside mental health services (MHS) for 
congregants 
Transmission B = Frequency of you going to church leader above you to talk about 
outside mental health services for congregants 
Transmission C = Church leader’s views of congregants use of outside MHS 
compared to the Senior Pastor views (regarding favorability) 
Transmission D =  Church leader’s agreement with the Senior Pastor about views 
related to congregants use of outside MHS  
 
 
 
Key Guide: Any Use of Services    
Any professionals or any professionals at 
all or Any of these professionals = 
All professionals (Alternative Medicine, 
mental health professionals, ministers)  
Any mental health therapeutic treatment 
or any professional mental health 
treatment or any mental health 
professional = 
Only mental health therapy with mental 
health professionals and/or therapists outside 
of the church 
Any satisfaction/helpfulness regarding 
outside mental health professional 
treatment = 
Only mental health therapy with a mental 
health professional or therapist outside the 
church 
Anyone or Any people or People = All professionals and lay persons 
(Alternative medicine, mental health 
professional, minister, family, friends) 
Any lay person = Only lay persons (family, friends, co-
workers, acquaintances, not including 
ministers or mental health professionals) 
Any use of groups = 
 
Only self help groups 
Any alternative health services = All alternative health services for general 
health or mental health problems 
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Key Guide: Extent of Service Use 
Number of professionals or Number of  
professionals at all or Number of these 
professionals = 
All professionals (Alternative Medicine, 
physicians, mental health professionals, 
minister)  
Number of mental health therapeutic 
treatments or Number of professional 
mental health treatments or Number of 
mental health professionals = 
 
Only Mental health therapy with a mental 
health professional or therapist outside the 
church 
Number of services that they felt satisfied 
or was helpful regarding outside mental 
health professional treatment = 
Only Mental health therapy with a mental 
health professional or therapist outside the 
church 
Number of anyone or Number of Any 
people or Number of people = 
All Professionals and lay persons 
(Alternative Medicine, mental health 
professional, minister, family, friends) 
Number of lay persons = Only lay persons (family, friends, co-
workers, acquaintances, not including 
ministers or mental health professionals) 
Number of groups = 
 
Only self help groups 
Number of alternative health services = Only alternative health services for general 
health or mental health problems 
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Below is an organizational chart of the Mega-Baptist Church which was the site of data 
collection for this cross-sectional exploratory study.  The chart denotes each of the church 
leadership roles and who each church leader reports to, both below and above the 
respective leadership positions. 
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ABSTRACT 
Transmission of Attitudes, Beliefs, and Values about African Americans Seeking Mental 
Health Care Services within a Baptist Mega-Church 
Argie J. Allen., Ph.D., MFT 
Maureen Davey, Ph.D., LMFT 
 
 
 
Because of the centrality of the church for many African Americans, clergy 
within the Black Church have long had a significant role in addressing the social, 
economic, political and psychological needs of African Americans and their families. 
Little research has explored how the beliefs about mental health services differ across 
levels of leadership within a Baptist mega-church, and predictors of mental health service 
utilization within the context of church leaderships.  This cross-sectional study examined 
the transmission of these beliefs across three levels of Church Leadership (Associate 
Pastor/Minister (AP/AM), Deacon/Deaconess (D/D), and Congregation Care 
Giver/Deacon Aide (CCG/DA) within one Baptist African American Mega-Church. 112 
individuals (41% response rate) reflecting each level of the church leadership (22 
AP/AM, 34 D/D, 56 CCG/DA) were recruited from 33 of the 44 biblical houses which 
structure church membership (including representation from all 3 levels for 12 biblical 
houses; 2 levels for 13 biblical houses and 1 level from 8 biblical houses ).  Results 
suggest that frequency of dissemination of information regarding mental health services 
clearly varied across levels of the church hierarchy, with more frequent communication 
closer to the Senior Pastor than closer to the individual parishioners.  Attitudes toward 
mental health services also varied in a similar fashion.  With regard to predictors of 
utilization of mental health services, religious variables emerged as the most consistent 
set of predictors, although there was also evidence that sociodemographic and 
  
 
                                                                              
  
 
  
 
xx
sociocultural variables played an important but less consistent role.  Results suggest that 
support for mental health services at the Senior Pastor level do not guarantee undiluted 
dissemination of information and attitudes toward use of mental health services although 
religious variables themselves clearly matter.  More explicit attention to these issues at all 
levels of leadership within the church may help to promote greater utilization of mental 
health services and this should be considered in future research drawing upon larger 
sample sizes and involving multiple churches in order to include variation in attitudes at 
the level of the Senior Pastor. 
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CHAPTER 1: INTRODUCTION 
 
According to Dr. David Satcher’s Surgeon General Report (1999) the majority of 
ethnic minorities living in the United States, including African Americans, do not have 
equal access to more formal mental health professionals even within their own 
communities.  In this comprehensive report on mental health, Dr. Satcher, the former 
surgeon general stated that while minorities including Blacks are no more likely to suffer 
from mental illness, there are many factors that prevent them from getting the mental 
health services they need and when they do, the treatment may be substandard or too late 
(U.S Department of Health and Human Services, 2001).  
This gross disparity highlights a viable rationale for why African American 
Clergy within the context of the Black Church, have been noted as having a significant 
role in the delivery of mental health care services for African Americans and their 
families. As such historically, the church has served as a safety net for many individual 
and familial congregants often led by Black Church leadership.  Aaron, Levine, and 
Burstin (2003) support this assertion by stating that the African American Church often 
occupies a central and significant place in the lives of many African Americans.  
Given the significant role of the Black Church, the importance of utilizing the   
church as a resource to increase access to mental health care services for African 
Americans appears evident. While the importance of the Black Church has often been 
acknowledged, limited focus has been given to the barriers that prevent collaboration 
between the Black Church and more formal mental health care systems in the 
community. Blank, Mahmood, Fox, and Guterbock (2002) found that Black Churches in 
the South were providing more mental health care services to congregants than White 
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Churches, regardless of urban or rural location, yet few links between Black Churches 
and more formal mental health care providers were found. These kinds of gaps being 
addressed by researchers, policy makers and mental health professionals could improve 
the engagement, recruitment, and retention of African Americans in more formal mental 
health care services.  Further, given the centrality of the Black Church in the historical 
context of the United States, working toward better linkages between faith-based 
communities and more formal mental health systems of care could ultimately help to 
provide better quality and timely mental health care for African Americans (Blank, 
2002).     
Specific barriers to Seeking Professional Mental Health Services among African 
Americans within the Context of the Black Church   
There has been much cultural mistrust related to receiving more formal mental 
health care services within the African American community (Snowden, 1999; Whaley, 
2001). Much of this mistrust can be linked to the insensitivity and lack of cultural and 
spiritual awareness of mental health care providers over the more than four-hundred 
years of African Americans living in the United States (Boyd-Franklin, 2003; Dana, 
2002; Tidwell, 2004;Whaley, 2001). Many African Americans, therefore, tend to have 
the belief that they will not receive culturally and racially sensitive treatment within the 
more formal mental health care system (Tidwell, 2004; Whaley, 2001).  
Dana (2002) asserts that this mistrust among African Americans stems from over 
400 years of their experiences of segregation, racism, and discrimination in America.   
Further, Boyd-Franklin (2003), Carr Copeland (2005), Dana (2002), Sanders Thomson, 
Bazil and Akbar (2004) and Whaley (2001) all note prevalent attitudes in the African 
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American community related to mistrust of mental health care providers whom African 
Americans often believe will be culturally insensitive. These kinds of feelings of mistrust 
can often lead to a fear being misdiagnosed, misunderstood and falsely labeled.  It is 
important to note that years of discrimination, racism and oppression among African 
Americans have not often been taken into consideration within the current models of 
treatment used by White therapists and mental health providers (Allen-Meares & 
Burman, 1999; Morris, 2001; Sanders Thompson et al. 2004; Whaley 2001).  
From a sociocultural perspective (Vygotsky, 1986), these kinds of overt 
therapeutic omissions, serve to further increase the level of mistrust, often shutting down 
the therapeutic process before it ever really begins (e.g., engagement in services). It is 
also important to note that much of the prevalent attitudes of African Americans and 
specifically African American Clergy as it relates to their congregants seeking mental 
health services outside of the church, illustrate these historical barriers of mistrust. A 
prevalent belief, therefore, of African Americans is that mental health professionals 
outside the context of the church may do more harm than good (e.g., Dana, 2002).  
While many African Americans report receiving satisfactory and sufficient mental 
health care from their Pastors as well as church leaders within the context of the Black 
Church, there still remains a need for effective collaboration when more intensive mental 
health care services are needed (Mollica, Streets, Boscarino & Redlich, 1986; Thomas, 
Quinn, Billingsley, & Caldwell, 1994; Walters, 1995). Yet, many barriers still remain that 
only serve as distancing agents between African Americans and other professional 
mental health care services outside of the church (Mattis et al., 2007).  
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 Additional barriers to receiving professional mental health services include 
stigmas attached to mental illness and stereotypes about individuals in need of receiving 
mental health care services.  There are many social and cultural stigmas attached to 
mental illness, especially within the context of the Black Church. The notion of being 
labeled as a ‘crazy or weak person’ who does not believe strongly enough in God can 
often translate into fears about being stigmatized and ostracized among African 
Americans within the Black Church community (Mattis et al., 2007).  
Lewis (2001) suggests that cultural stereotypes of religious individuals can play a 
powerful role in everyday perceptions of the relationship between religion and mental 
health. According to Lewis (2001) many fears of mental illness may be related to certain 
cultural beliefs about religion, for example, the belief that religion is some form of 
emotional crutch that weak people lean upon during times of stress.  Such beliefs were 
derived from the view, originally developed by Freud (1959), that religion is some sort of 
neurosis or by Kline (1984) who succinctly summarized Freud’s view that religion is 
nothing but a prop or a crutch which a healthy person would be able to throw away in 
order to walk alone.  These kinds of stigmas and stereotypes are barriers, often thwarting 
access to additional mental health care services and perpetuating the negative attitudes 
about African Americans seeking mental health services outside the safe structure of the 
Black Church (Blank et al., 2002; Lewis, 2001; Morris, 2001).     
Lack of economic resources has also limited access to more formal mental health 
care outside the context of the Black Church (Blank, 2002).  Due to a lack of economic 
resources and substandard health insurance, many African Americans cannot afford 
professional mental health care services and may to turn to the Black Church to provide 
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mental health care services.  These services within the church may be limited in terms of 
diagnosing the more severe mental illnesses that require more formal mental health care 
training and types of intervention. These kinds of barriers only serve to delay professional 
mental health care treatment, often exacerbating the course of mental illness and 
potentially increasing the relational stressors within the family and community system 
(Biegel, Johnson, & Robert, 1997; Neighbors, Musick, & Williams, 1998).          
One of the major gaps in the literature is the lack of a full understanding of the 
role that race and ethnicity plays regarding care-giving for family members who have a 
mental illness. Thus, without the additional support from the more formal mental health 
care system, many African American families who struggle with mental illness are often 
left to cope by themselves, with only the Black Church as a safety net (Boyd-Franklin, 
2003).  
Theoretical Frameworks:  Sociocultural and Ecological Theories  
The theoretical frameworks of sociocultural (Vygotsky,1986) and ecological 
theory (Bronfenbrenner, 1979) will be utilized in this study as they best explain how to 
decrease ethnic disparities and barriers that African Americans may face as it relates to 
seeking and receiving professional mental health care services.                           
A sociocultural theoretical perspective can help to provide a better understanding 
of how African Americans view seeking and receiving professional mental health care 
services outside of the Black Church, because this theory punctuates the social 
interactions within the Black Church.  de Valenzuela ( 2007) offers that the current 
conceptualization of socio-cultural theory relies heavily on the work of Vygotsky (1986). 
Vygotsky’s sociocultural theory (1986) suggests that social interactions lead to 
  
 
                                                                                
  
6
 
continuous step-by-step changes in children’s (later adults) thoughts and behaviors that 
can vary greatly from culture to culture (Woolfolk, 1998).  According to Vygotsky 
(1986), a child’s (later adult’s) development cannot be simply understood by studying the 
individual, but also requires an examination of the social world in which the individual is 
developing.  Hence, Gallagher (1999) supports this theory by stating that sociocultural 
theory implies that development depends on interactions with people and the cultural 
tools that are provided to help form an individual’s world view.   
Vygotsky’s sociocultural theory of learning (1986) emphasizes that human 
intelligence originates in our society or culture, and an individual’s cognitive gains occur 
first through inter-personalization (interaction with the social environment) rather than 
intrapersonal processes (internalization) (Miller, 1995).  Given this particular theoretical 
context, the social cultural world of the Black Church and the messages about seeking 
and receiving professional mental health care have powerful implications for being 
shaped internally by the interpersonal social interactions of church leaders within this 
structure. Hence, just as Kublin, Wetherby, Crais, & Prizant (1989) state that Vygotsky 
(1986) describes learning as being embedded within the social events and occurring as a 
child interacts with people, objects, and events in the environment, so may the 
transmission of messages be significantly shaped as it relates to African Americans’ 
attitudes, values and beliefs about seeking professional mental health care services.   
The shared experiences between church leaders within the context of the Black 
Church, therefore, may serve as a contextual back drop by which this study suggests that 
their attitudes, beliefs and values about African Americans seeking mental health care 
services is largely affected. Crawford (1996) supports this assertion by suggesting that 
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Vygotsky’s sociocultural theory focused on the connections between people and the 
sociocultural context in which they act and interact in shared experiences.                    
An ecological theoretical perspective developed by Bronfenbrenner (1979), 
additionally provides a helpful theoretical framework to understand and to explore 
contextual issues within the Black Church leadership as it relates to the transmission of 
views about African Americans seeking professional mental health care services outside 
the church. In what we are referring to as the Black Church environment, many 
individuals and families are subject to development and change through the interaction 
between them and the context of their spiritual environment. In examining if in fact, 
messages related to attitudes, beliefs and values actually get transmitted throughout the 
internal hierarchical structure of Black Church leadership in an African American Mega-
Church system, it is particularly helpful to understand this through the lens of ecological 
theory. Given that we are exploring three levels (e.g., Associate Pastor/Minister, 
Deacon/Deaconess, and Congregation Care Giver/Deacon Aides) nested within the 
hierarchical structure of Black Church leadership that are informed by the influences 
within and between systems, this theory is very relevant.  
Bronfenbrenner (1979, 1989) described five systemic levels in ecological theory 
that are relevant to this study: microsystem, mesosystem, exosystem, macrosystem, and 
the chronosystem.  The microsytem involves the direct and concrete interactions of the 
developing individual with significant others (e.g., family, school, peers, neighborhood, 
church) (Bronfenbrenner, 1979, p.22).  The mesosystem is defined by the interrelations of 
two or more microsystems, such as work and family (e.g., connections between 
immediate environments like home and church) (Bronfenbrenner, 1979, p. 25). The 
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exosystem refers to systems that have no direct interaction with the developing person but 
does have an indirect effect on the person’s micro- or mesosystem (e.g., external 
environmental settings which only indirectly affect development like parent’s workplace 
or the formal mental health system). The macrosystem provides the general cultural 
context in which lower-order systems are embedded (e.g., larger cultural context such as 
Eastern vs. Western culture, major historical events, religious values, political practices 
or customs etc.).  Finally, later a fifth system was added, the chronosystem, which relates 
to the patterns of environmental events and experiences as well as relational transitions 
that occur over time, throughout one’s lifespan and impacts one’s development (e.g., for 
African Americans, four-hundred years of slavery, oppression, and racism) 
(Bonfrenbrenner, 1989).      
Bronfenbrenner (1979) suggests that the family is one among many “nested” 
ecosystems in which an individual develops and interacts. Hence, the black church can 
also be considered one of the many nested ecosystems in which an individual develops 
and interacts.  The black church as a microsystem, serves as one of the holding 
environments influencing the development of the individual based on interactions with 
others nested in this same system. Development of an individual can also occur within 
the mesosystemic level, for example, if there is an interaction between the black church 
(part of the microsystem) and the neighborhood (part of the microsystem). Further, at the 
exosystemic level, government funding for mental health care services located in the 
same communities as black churches could impact that individual. Church Leaders can 
additionally indirectly shape congregants’ views about affordability of mental health care 
services and whether African Americans should seek professional mental health care 
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services outside the church. These kinds of interactions within and between systems have 
implications for the influence that Black Church leaders have related to African 
Americans seeking mental health care services and why it is so important to understand 
the nature of the transmission of these views within this structure.                  
One of the most basic premises of the ecological theoretical approach is 
adaptation (e.g., adjustment to a specific environment or the process of becoming used to 
a situation) (Chibucos, Leite & Weis, 2005).   Further, one of the fundamental 
assumptions of ecological theory is that development and change occur as a result of 
interactions between the “thing” developing and the environmental context broadly 
conceived (Chibucos  et al., 2005). The aforementioned theorists postulated that from a 
theoretical perspective, the “thing” applies to the development of individuals as well as 
families and other larger entities (e.g., churches, schools and workplaces).    
It is important to note that one of the central concepts of ecological theory is the 
ecosystem.  Hawley (1986) defines the ecosystem as, “an arrangement of mutual 
dependencies in a population by which the whole operates as a unit and thereby maintains 
a viable environmental relationship” (p. 26). According to Hawley (1986), an ecosystem 
is a subset of the larger environment containing the elements of wholeness and the 
interdependence of its parts. Additionally, Bubolz and Sontag (1993) suggest that  
“a family ecosystem consists of a given family system in interaction with its 
environment” (p. 431).   
Moreover, ecological theory (Bronfenbrenner 1979, 1989) has much relevance 
within the context of the Black Church, because interactions between church leaders and 
the transmission of their messages get filtered throughout the environment. Subsequently, 
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this process addresses the primary aim of this study because it highlights the interactions 
and the developmental change of both individuals as well as families regarding beliefs 
about seeking professional mental health care services outside of the church.   
Additionally, this has relevance from a scriptural perspective in that members of 
the Black Church follow the doctrines of the Bible that speak to individuals in the family 
system (e.g., the church family) interacting with the whole environment (e.g., the 
Kingdom of God).  A scriptural reference that supports this is 1 Corinthians 12:12–14;  
this King James Version of the Bible (1994) references wholeness in Jesus Christ and that 
there are many parts to the body of Christ that function interdependently in the gifts of 
the spirit among individuals in order to serve in the Kingdom of God as one family 
(Braxton , 2004).   
1 Corinthians 12:12- 14 
For as the body is one, and hath many members, and all the members of that one 
body, being many, are one body: so also is Christ. For by one Spirit are we all 
baptized in one body, whether we be Jews or Gentiles, whether we be bond or 
free; and we have all been made to drink into one Spirit. For the body is not one 
member, but many. (Paul, A.D. 55, p.1570) 
 This reference is relevant to many Black Church leaders as well as congregants 
nested within the church microsystem who believe that their role is to contribute to the 
church environment by interacting with other members by using their God-given talents 
to positively affect the development and change of individuals and families in the larger 
environment.        
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Relevance to the Field of Couple and Family Therapy 
Given the mandate of working with all families, the Couple and Family Therapy 
(CFT) field should have a particular research interest in focusing more on the health and 
well-being of families from underserved and underprivileged populations, but has 
historically not shown much interest in exploring issues with these populations. Hence, 
this specific investigation will significantly add to the gap in the field of Couple and 
Family Therapy given its specific interest in focusing on the exploration of a sub-group 
within an underserved population of African Americans. Further, there has been a dearth 
of research within the CFT field targeting the exploration of underserved populations and 
the prevalence of racial disparities among African Americans as a minority group. 
According to Davey and Watson (2008), the field of couple and family therapy faces an 
enormous imperative to address the needs of underserved populations, yet research in this 
area continues to be sparse in the CFT field.  Because it has been widely documented that 
African Americans and their families fall largely into the disparity category of 
underutilizing mental health care services and being underserved (U.S. Department of 
Health, Human Services, 2001), it is very important that studies such as this focus on 
barriers that prevent this historically underserved population from getting their mental 
health care needs met.   
A safe place where many African American families continue to flock to is the 
Black Church. More than ever before, entire families are finding a sacred and safe place 
to receive spiritual, social, relational, and familial support for a multitude of physical, 
mental and emotional health needs (Billingley, 1999). Many Black Churches are the 
gatekeepers for families in need of mental health care services and referrals, additionally 
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taking on the monumental task of often attempting to provide mental health care services 
for a host of mental health issues that church leadership may not always be clinically 
prepared to provide (Neighbors et al., 1998; Taylor, Ellison, Chatters, Levin, & Lincoln, 
2000).    
Since Couple and Family therapists focus on the family system and are a part of 
our nation’s mental health care system, this research is relevant to understanding how the 
CFT field can best partner with the Black Church community. In order to create more 
opportunities for collaboration, it is imperative that the field of CFT first begin to 
understand the messages that may get transmitted within the hierarchical structure of 
Black Church leadership. These messages about African Americans seeking and 
receiving professional mental health care services outside the context of the church are 
powerfully influential; hence having the potential to enhance or decrease mental health 
care engagement and access. Research such as this study subsequently can advance the 
field of Couple and Family Therapy towards decreasing mental health care disparities 
among historically underserved populations, like African Americans nested within Black 
Church communities.                  
Self-of-the-Researcher and Professional Context as a Couple and Family Therapist 
 This topic has a particular spiritual relevance to me, as I have always felt the great 
importance of the church in my own spiritual, familial and relational life, having grown 
up as an African American female and being a part of a Black Baptist Church for as long 
as I can remember. My maternal grandparents came to Philadelphia in 1925 from South 
Carolina with the hopes of creating a better life for themselves by creating the 
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opportunity for Negro advancement through hard work, good moral and familial values 
and most importantly, God’s grace and mercy.   
 They joined a Black Baptist Church directly across the street from a little 
apartment that they rented for meager earnings. Not long after that, they began expanding 
their family by having children. My grandfather continued to work hard as a laborer at a 
rock quarry and my grandmother continued her traditional role as a strong, caring and 
devoted wife and mother, often giving service through the gift of cooking for church 
ministry. They were able to eventually purchase a home not far from their church home 
and subsequently continued to raise their nine children in that church. Hence, my 
grandparent’s children raised their own children in that same church and so on and so on. 
Thus, many of my formative years have been steeped in the structure of the Black Baptist 
Church. Much of who I am today as an African American woman and how I view my 
place in the world is through the context of this spiritual lens.  
Interestingly enough, it was not until ten years ago that I really began to 
understand the process of systemic familial change as a graduate student in the Couple 
and Family Therapy Program at Hahnemann University; that I began to consider the best 
ways to integrate these two powerful systems; (e.g., the Black Church system and the 
mental health care system). Prior to this, I always had a sense of the systemic level of 
importance of these two microsystems separately, but was unaware of the potentially 
powerful and positive impact that these two systems could have on a whole community 
of people, provided they worked together collectively.    
The historical and cultural mistrust of many African Americans who have felt the 
pain of inequities and racial disparities within larger American systems such as the 
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mental health care system, has unfortunately cast a shadow of disengagement in the 
community. Thus, I believe that this overt and sometimes covert disengagement has 
served to prevent many African American individuals and families from getting the 
adequate and necessary mental health care services, they often so desperately needed.     
As I became more embedded in the culture of Family Systems work (Bateson, 
1972; Bertalanffy, 1968) I simultaneously continued my quest to become more spiritually 
grounded in my church community as an adult.   Thus, my professional and spiritual 
world would continue to be challenged through the integration of these two systems.  I 
found this integration process to be extremely rewarding but often pondered why there 
were not more mental health professionals working with individuals and families within 
the context of the Black Church. I have often wondered where all the family therapists 
are and why they are not connecting with church and faith-based communities in 
collaborative ways to support an effective integration of these two larger systems. I also 
wondered why more Clergy and Black Church leaders were not making more referrals to 
mental health care professionals outside of the church, post-pastoral counseling visits.  
Over the years, I have encountered many clients who chose to get pastoral 
counseling first and while they were satisfied with the intervention at the time, they 
disclosed that they felt they needed more follow-up direction from the church to guide 
them to additional services for themselves or their families. While many of those clients 
have been referred to me from church leaders, I do not feel that this is the norm and likely 
more often, individuals who find their way to more professional mental health care 
services are often led there through systems other than their families or church 
communities.  
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Further, just as I was evolving and becoming more integrated professionally, I had 
come to believe that entrenched in both systems are more professionals such as myself; 
(e.g., mental health care professionals who worship, provide fellowship and serve in 
ministry inside the Black Church context as well as practice mental health care outside 
the church context and within the mental health system).   Hence, I began to entertain this 
conceptual framework rooted in a both/and verses an either/or philosophical stance. In 
essence, my question to myself was; why were so many African American individuals 
and families suffering due to not seeking and receiving more timely professional mental 
health care services when the presence of both/and was right there in front of them?    
This was a disturbing phenomenon which led me to another concept. I wondered 
if the two worlds, one from the spiritual realm and the other from the social science realm 
lacked the power of trust and understanding, thus continuing to perpetuate barriers to 
seeking professional mental health care services. I also wondered whether there was this 
unwritten ideological theme that you do not mix these two very powerful systems, even if 
you fit my own professional profile. The irony of this concept is that there appears to be 
so much to be gained from both systems once the barriers are dismantled. Additionally, 
those very individuals who find themselves steeply entrenched in both systemic worlds 
have a uniquely powerful and influential position that could be utilized to advance 
spiritual and cultural understanding, and ultimately decrease cultural mistrust while 
providing culturally sensitive mental health care services to more people, particularly 
those who have been historically underserved.         
 When I think about the messages about mental health care services that African 
Americans have received and passed down from generation to generation over the years 
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within the context of the Black Church; I cannot help but think that while many of these 
messages are understandable given our history of oppression in the United States, some 
of these messages have been more hurtful than helpful. These negative messages seem to 
be antithetical to the ultimate goal of providing more services and support to underserved 
people.  I thought about this recently as a congregant at a revival service one Tuesday 
night.  
 There was a powerful revivalist preaching that night. He was an educated man 
from out of town who had come to our church at least once a year for the past 13 years 
for our fall revival.  As he began to preach his sermon, he began to talk about how many 
pastors and clergy have gotten so misled that they have begun to believe more in the 
DSM IV than the Bible.  He continued his sermon by preaching to the congregation that 
what we do not need is more therapy sessions and psychotropic medications; and what 
we do need is more faith through the word of God, scripture and prayer.  In all fairness, 
most of his spiritual message was salubrious and uplifting. I remember thinking, 
however, about all those people listening to him gleaning the message of hope through 
the power of Jesus Christ while simultaneously believing that any professional mental 
health care services outside the church could be antithetical to the power of God.   
 It left me wondering even more intensely, how many other Pastors, Associate 
Pastors, and church leaders within the Black Church were possibly perpetuating very 
similar messages about African Americans seeking and receiving professional mental 
health care services outside the context of the church.  I believe that many Pastors and 
church leaders are very well intended and are extremely helpful by providing prayer, 
scripture and sound biblical and pastoral counseling. In a scenario where their congregant 
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has a broken arm, however, many church leaders may be more than likely to urge that 
congregant to receive medical treatment, yet too often the same process does not always 
hold true for referring a congregant to a mental health care professional if the presenting 
problem is depression. The origin of these kinds of messages must be explored in order to 
eradicate the ultimate trickle down effect of African Americans being one of the many 
underserved populations for underutilizing professional mental health care services.               
 Conversely, as it relates to the integration of services and collaboration of these 
two larger systems, there is some research supporting the premise that the more educated 
Black Clergy are, the more open they are to the integration of mental health care services 
within and outside the context of the church structure (Adksion-Bradley, Johnson, 
Sanders, Duncan, & Holcomb-McCoy, 2005; Mattis et al., 2007; Taylor et al, 2000).  
While education is clearly not the only contributing factor, I do think that cross-education 
of both systems with the leaders and practitioners of those fields will decrease 
misunderstandings, dispel myths and stereotypes and help to bridge the gaps between the 
two systems that have been separately enabling individuals and families with mental 
health issues to fall through the cracks for far too long.  
 In a similar experience that I had at a Black Baptist church, a different Pastor 
preached that, “It’s okay to ask for help”, and referenced the many ways in which people 
should be able to ask for help; inclusive of appropriate therapeutic interventions by 
mental health care professionals.  In my mind, this was certainly a hopeful message that 
perhaps the transmission of attitude, beliefs and values about African Americans seeking 
and receiving professional mental health care services has begun the process of shifting 
to a more collaborative and integrative approach.      
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With what I believed to be this moderate shift in the Black Church system, I have 
also wondered; what responsibility have we taken in the mental health care community to 
work towards dispelling those negative attitudes, beliefs and values that get transmitted 
within the Black Church community. Are we reaching out enough to these communities 
to learn as well as to teach? Are we making our presence known, giving greater access to 
those in need of mental health care services right in our own communities? Are we 
holding ourselves in the mental health care community accountable for becoming more 
culturally and spiritually competent in our continuing education programs and in our 
training institutions? Or, are we adding to the problem of underserved minority 
populations with underutilized and often substandard mental health care by not exploring 
opportunities to learn more and to reach more people?   
In essence, I believe that the commitment to this kind of research by examining 
the attitudes, beliefs and values of Black Church leadership will serve to make an 
enormous contribution to the CFT field and mental health field in general, helping to 
someday develop a support system that promotes healthier and stronger individuals and 
families in African American communities.      
Statement of Purpose                                                    
  The primary aim of this descriptive cross-sectional survey study is to describe 
the attitudes, beliefs, and values about seeking mental health services outside of the 
church within the structure of church leadership across the three levels (e.g., Associate 
Pastors/Ministers, Deacons/Deaconess, and Congregational Care Givers/Deacon Aides) 
of a Black Baptist Mega-Church. A secondary aim of this study is to explore salient 
socio-demographic variables (e.g., marital status, length of church leadership position, 
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gender, age, educational level) and how they may affect attitudes, beliefs and values 
about seeking mental health care services outside of the church. Finally, this study will 
explore salient sociocultural and religious variables (e.g., experience of racism, and 
religiosity) according to sociocultural theory (Vygotsky, 1986) and ecological theory 
(Bronfenbrenner, 1979) and how they might affect the attitudes, beliefs, and values about 
seeking mental health care services outside of the church. By examining these constructs, 
collaborative strategies within the two systems of church community and mental health 
community can be developed to more effectively meet the mental health care needs of 
African Americans and their families in our communities.       
Statement of Significance   
By exploring these areas our efforts are three-fold; (1) to add to the rich 
discussion of how to better understand what messages regarding attitudes, beliefs and 
values are being transmitted throughout the hierarchical nested structure of African 
American Church Leadership and; (2) to explore salient variables according to the 
sociocultural theory (Vygotsky, 1986) and ecological theory (Bronfenbrenner, 1979) and 
how they might affect attitudes, beliefs, and values about seeking mental health services 
outside of the church; and (3) to increase awareness and sensitivity between the two 
systems (e.g. the Black Church System and the Mental Health Care System) by 
highlighting deeply entrenched and embedded messages while contributing to a scant 
body of literature that will ultimately aid in decreasing the disparity of African American 
utilization of mental health care services.      
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CHAPTER 2: LITERATURE REVIEW 
Theoretical Frameworks      
 In order to explore the transmission of attitudes, beliefs and values of Black 
Church leadership related to African Americans seeking professional mental health care 
services outside of the church, Vygotsky’s (1986) sociocultural theory and  
Bronfenbrenner’s (1979) ecological theory have been used as theoretical frameworks to 
develop and to design this descriptive cross-sectional survey study. Sociocultural theory 
(Vygotsky, 1986) punctuates the salient contextual factors that can help us better 
understand the views of this subgroup of Black Church leaders regarding their own 
beliefs and advising their African American congregants to seek professional mental 
health care services outside of the church. Individuals are best understood by exploring 
both intrapersonal influences and the social world in which the individual is developing.  
Vygotsky’s (1986) sociocultural theory suggests that development depends on 
interactions with people and the tools that the culture provides to help form their views 
(Gallagher, 1999).  From this theoretical perspective, the Black Church represents a 
sociocultural environment. Thus, Black Church leaders are considered to be the sub-
group of individuals developing and changing in a step-by-step fashion as information 
about the contextual environment serves as the cultural tools being transmitted through 
the social interactions within its hierarchical leadership structure.     
 Similarly, Bronfenbrenner’s (1979) ecological theory focuses on adaptation 
which is defined as the adjustment to a situation or environment and the basic assumption 
that development and change occurs as a result of interactions between the “thing” 
developing and the different levels of the environment. As stated previously, there are 
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five levels of environment that have influential effects on the development of individuals; 
micro-, meso-, exo-, macro-, and chrono- systems (Bronfenbrenner, 1979, 1989). The 
microsystem can be any environment that has a direct effect on the individual or family 
such as the home, family, church, peers, neighborhood, and school environments. The 
mesosystem is a setting created that includes an individual within two interactive systems 
such as the church system interacting with the mental health care system.   
 The exosystem refers to the settings that have no direct contact with the 
individual or family but that have indirect influence, such as local or federal policies that 
impact funding for schools or mental health care services.  The macrosystem refers to 
larger systems in society that have an external effect on individuals and families such as 
western or eastern ideologies. Finally, the chronosystem refers to the time and patterns of 
development over the course of the life cycle. Patterns of development over the life span 
relate to the historical events, for example, slavery, racism, and oppression for African 
Americans, which are relevant at the chronosystemic level (Bronfenbrenner, 1979, 1989).               
Through Bronfenbrenner’s theory of ecology (1979), the Black Church serves as 
the environment in which the sub-group of Black Church leaders is subject to adapting or 
adjusting to the environment. Based on this theory, the exploration of adaptation (e.g. 
proposed transmission of attitudes, values and beliefs about African Americans seeking 
professional mental health care services outside of the church) can occur through 
development and change based on interactions between these Black Church leaders in the 
context of their spiritual and religious environments. From this ecological perspective, 
the church serves as the microsystem in which the individuals (e.g., three levels of Black 
Church leaders) are nested within the system.  Simultaneously, they may be influenced 
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by interactions with each other in the environment and also by interactions with other 
microsystems such as schools, neighborhoods or mental health care systems at the 
mesosystemic level.  
According to ecological theory, at the exosystemic level policies and 
governmental decisions about mental health care services may additionally influence 
these Black Church leaders’ views as it relates to African Americans seeking mental 
health care services outside of the church context. Additionally, it is important to note 
that ecological theory (Bronfenbrenner, 1979, 1989) considers the macrosystem in the 
larger context by acknowledging the cultural experiences of individuals such as western 
or eastern cultural views as well as the chronosystem by noting events and experiences 
over time and throughout the life span. The chronosystem is particularly relevant to this 
sub-group of Black Church leaders, whose racial group has experienced more than 400 
years of racism and discrimination in this country (Billingley, 1999). Thus, the views of 
Black Church leaders nested within a hierarchical church system may be influenced by 
larger cultural adaptation within our western American society as well as internalized 
messages related to events and experiences within one’s life span and also the groups’ 
history.                                  
Socio-cultural Theoretical Perspective 
 When examining this sub-group of Black Church leaders and their views about 
African Americans seeking mental health care services outside the church, a sociocultural 
theoretical perspective helps to frame the concepts of transmission within that specific 
sub-culture. According to Crain (2000), sociocultural theory focuses on the values, 
beliefs, customs, and skills and how they are transmitted within the social group of that 
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specific culture.  Further, Vygotsky (1986) suggests that social interactions such as 
cooperative dialogue between learners and more knowledgeable members of society is 
necessary to acquire the ways of thinking and behaving that make up a community’s 
culture. With regard to the mentorship process, Tissington (2008) suggests that mentors 
help individuals’ master culturally meaningful activities and the communication between 
them becomes a salient part of the individual’s alternative thought process. Further, once 
individuals internalize the essential features of these dialogues, they begin to guide their 
own actions and accomplish skills on their own, according to that culture (Tissinton, 
2008).         
Gallagher (1999) summarizes this cultural transformation process by describing 
the three ways a cultural tool can be passed down from one individual to another. 
Imitative learning is the first cultural tool in which one person attempts to imitate or to 
copy another. Instructed learning is the second cultural tool which takes place by simply 
remembering the instructions of the teacher and then using these instructions to self-
regulate.  Collaborative learning is the third cultural tool that can be passed down from 
individual to individual, which involves a group of peers who strive to understand each 
other and to work together to learn a specific skill (Tomasello, Kruger, & Ratner 1993).   
Additionally, sociocultural theory postulates that social interaction contributes to 
the culture in that individuals will acquire ways of thinking and behaving that make up 
the culture by interacting with a more knowledgeable person (Gallagher, 1999). Hence, 
church leaders may represent more knowledgeable individuals that serve to teach and to 
guide their congregants within the culture of the church.  Sociocultural theory helps to 
frame this idea of transmission of attitudes, beliefs and values throughout the hierarchical 
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structure of Black Church leadership, given that we believe that many of the social 
interactions are steeped in the spiritual and cultural learning processes that get passed 
down from person to person as well as historically throughout the generations. 
Connections between people and the sociocultural context in which they act and interact, 
therefore, are shared experiences (Crawford, 1996).               
 There are four basic principles underlying Vgotsky’s (1986) sociocultural 
theoretical framework. First, children construct their knowledge. Second, development 
cannot be separated from its social context. This concept has relevance to the present 
study, given that Black Church leaders can construct their own knowledge within the 
context of the church, hence neither development nor social context are separate from 
each other.  Subsequently, this study cannot fully examine the views of Black Church 
leadership without examining the social context of those same individuals nested within 
that structure. Third, learning can lead to development and fourth, language plays a 
central role in the development of the individual.  Here, it can be asserted that as Black 
Church leaders learn more through language and social interactions about professional 
mental health care services and the integration of the two systems, the development of 
their views are expected to change over time.             
Three major themes stemming from sociocultural theory are Social Interaction, 
the More Knowledgeable Other (MKO), and the Zone of Proximal development.  
Vygotsky (1986) believed that social interaction was at the forefront of the learning 
process and precedes development. This theory additionally postulates that social 
interaction leads to continuous step-by-step changes in children’s thoughts and behaviors 
that can vary greatly from culture to culture (Woolfolk, 1998).  Vygotsky (1986) further 
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suggested that learning takes place within a culture where there is a (MKO) who has a 
better understanding or a higher ability level than the learner, with respect to a particular 
task, process or concept.   
Church leaders fall into this category given that the (MKO) is usually described 
as a teacher, coach, or older adult, but can also be a peer or a younger person. The final 
conceptual theme is that of the Zone of Proximal Development (ZPD). According to 
Vygotsky (1986), (ZPD) refers to the area where learning occurs. This concept 
incorporates the belief that there is distance between the student’s ability to perform a 
task under adult guidance and/or with peer collaboration and the student’s ability to solve 
the problem independently. Subjectivity and Scaffolding are the two main features of 
(ZPD).  
Subjectivity refers to the process by which two individuals begin a task with a 
different understanding and eventually arrive at a shared understanding. The second 
feature, scaffolding, refers to a change in the social support over the course of a teaching 
session, moving the individual towards a change in his or her mastery level of 
performance (Berk & Winsler, 1995). Both of these features could be referenced when 
assessing the transmission of views of Black Church leadership based on shared 
experiences and change over time. Through the lens of a sociocultural theoretical 
approach, one can argue that Black Church leaders may, through their shared cultural 
experiences, arrive at similar views about African Americans seeking professional mental 
health care services.       
Additionally, through a sociocultural theoretical lens which suggests that change 
occurs within a cultural context based on the connections between people and the 
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interactions within their shared experiences, it is important to highlight the concept of 
cultural trauma. According to Eyerman (2002) generations can be defined by their 
collective memory of significant events. He states that “slavery is a cultural marker and 
that few African Americans can avoid its impact on their identities” (Eyerman, 2002, 
p.302).  Given the cultural trauma that many African Americans have experienced over 
hundreds of years since their entry into this country by way of the slave trade, many of 
the ideological and experiential views regarding more formal mental health care 
institutions may be embedded in their fears of being re-traumatized and discriminated 
against. Subsequently, it seems reasonable to suggest that possible views of many Black 
Church leaders regarding African Americans seeking and receiving professional mental 
health care services may also be embedded in the shared cultural trauma experienced by 
so many of them.  
The historical residuals of this cultural trauma may further perpetuate the mistrust 
of more formal American systems (including the mental health care system), given the 
historical and continued oppression of the same people that the aforementioned system is 
attempting to help. Understanding if there is a transmission of attitudes, beliefs and 
values within the hierarchical structure of Black Church leadership, as well as the cultural 
context in which these views operate within the church, may help to bridge the gap 
between these two systems to help reduce the racial mental health care disparities among 
African Americans in this country.  
It is suggested that one of the most fundamental concepts of sociocultural theory 
is that the human mind is mediated (e.g., regulated based on cultural inheritance) 
(Lantolf, 2000). Hence, Vygotsky (1986) argues that we use symbolic tools and signs to 
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mediate and regulate our relationships with others and with ourselves, thus changing the 
nature of our relationships. Further, he proposes that understanding how human social 
and mental activity is organized through culturally constructed artifacts that get passed 
down from generation to generation is an essential process of changing the world as well 
as circumstances under which we live in the world.  Subsequently, the concept of the 
mediated mind creates a rippling effect by which each generation reworks its cultural 
inheritance to meet the needs of its communities and individuals (Lantolf, 2000).  
This phenomenon is relevant to this study in that it poses the idea that each 
individual’s mind is mediated within the sub-group of Black Church leaders being 
explored. Thus, each church leader can be shaped by the cultural artifacts of symbolic 
signs and symbols transmitted through shared language and meaning. According to 
Vygotsky’s (1986) sociocultural theory, much of the attitudes, values and beliefs about 
African Americans seeking professional mental health care services may be transmitted 
within the hierarchical structure of this cultural environment (e.g., within and through the 
three levels of Church leaders in the Black Church environment).                      
The concept of genetic domains is also important in utilizing a sociocultural 
theoretical framework for this study. According to Lantolf (2000) since we inherit 
cultural artifacts from our ancestors, who in turn inherit these artifacts from their 
ancestors, Vygotsky reasoned that the only adequate approach to the study of higher 
mental abilities was historical. Hence Vygotsky (1986) highlighted the following four 
genetic domains in order to study higher mental functioning; phylogenetic domain, 
sociocultural domain, ontogenic domain, and microgenetic domain. Lantolf (2000) 
describes these domains as follows; phylogenetic domain is the process by which the 
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course of evolution occurs in humans through the integration of mediational means over 
time; sociocultural domain refers to the different types of symbolic tools developed by 
human cultures throughout the course of their respective histories which are in turn 
affected by favored mediation and kinds of thinking valued; ontogenetic domain focuses 
on how children integrate mediational means and primary language into their thinking 
activities throughout maturity; and finally,  microgenetic domain refers to the 
reorganization and development of mediation over a short span of time.  
For the purpose of this study, from a sociocultural theoretical framework, the 
sociocultural domain appears to be the most relevant in examining how symbolic 
historical tools within the culture of the Black Church leadership structure affect views 
about African Americans seeking professional mental health care services. Exploring 
these concepts through the lens of this domain will serve to highlight the transmission of 
attitudes, beliefs and values within the mediated mind of Black Church leaders in a 
Mega-Black Church.  
Further, sociocultural theory highlights the concept of unit of analysis in which 
Vygotsky (1986) argues that the “word” is the unit of analysis for the study of the 
mediated mind. Sociocultural theory supports the notion that thinking and speaking are 
not one in the same, but that they are tightly woven in a dialectic unity in which publicly 
derived speech completes privately initiated thoughts (Lantolf, 2000).  This idea has 
implications for how Black Church leaders may share attitudes, beliefs and values 
derived from private thoughts that are integrated within more formal and informal forums 
where public speech occurs.  These kinds of cultural interchanges can occur in organized 
meetings such as Sunday morning service, Bible study, or official board meetings.  
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Lantolf (2000) references activity theory as another key concept in Vygotsky’s 
original ideas about the nature and development of human behavior. From a sociocultural 
perspective activity theory addresses the idea that human behavior results from the 
integration of socially and culturally constructed forms of mediation into human activity.  
Hence, as Black Church leaders socially and culturally construct various forms of 
mediation about their views of African Americans seeking professional mental health 
care services, human behavior and activity has the potential to be developed.                                
Ecological Theoretical Perspective 
 Urie Bronfenbrenner (1979), a developmental psychologist, developed ecology 
theory also known as “Development in Context” or “Human Ecology” theory. The term 
ecology was coined in 1873 by Ernest Haeckel, a German biologist (Clarke, 1973).  
According to White and Klein (2002) it was developed from the Greek root oik, which 
means “place of residence.”  Haeckel used the German oekologie in which the prefatory 
oe makes the term universal as “everyman’s house or environment (Clarke, 1973).  
 In using Bronfenbrenner’s (1979) ecological theory, his refinement of the earlier 
approaches to human ecology concentrates primarily on individual development.  One of 
the basic assumptions is that growth occurs by interchanges with the environment 
(Bronfenbrenner 1979, 1989).  This concept suggests that environmental influences and 
context help to shape individuals and families, while those same individuals and families 
help to shape the environment and context in which that individual is embedded 
(Bronfenbrenner, 1979). Hence ecological theory offers an appropriate framework within 
the context of the Black Church. It punctuates that messages about African Americans 
seeking professional mental health care services are transmitted by individuals as well as 
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by families within the contextual environment of church leadership, and the theory 
suggests that these messages give shape to and also affect the church environment.    
The second assumption of ecological theory described by Brofenbrenner (1979, 
1989) and Bronfenbrenner and Morris (1998) is that there are five levels of 
environmental context; the microsystem, mesosystem, exosystem, macrosystem and 
chronosystem of influence. At the micro-level, the system of influence refers to the 
containment and direct influence of the individual in his/her immediate environment 
(e.g., family, home, peer group, neighborhood, church, child care, school or mental health 
care environments). As previously stated for the purpose of this study, our exploration of 
a Mega-Black Church represents an ecosystem within the microsystemic level that 
functions as a holding environment for many African American individuals in the 
community.  
At the meso-level, this context of influence refers to the relationships and 
connections between the settings/immediate environments (e.g., a collaborative 
relationship between the church communities and mental health care centers). The next 
level is the exo-system. This level represents the context of influence referring to external 
environmental settings that do not necessarily contain the individual, but have an indirect 
influence on them (e.g., decisions about mental health care funding, governmental policy 
decisions about location and access to mental health care facilities). An example of how 
ideas can be influenced by interactions at the exosystemic level is when decisions are 
made at the governmental level that exclude minorities from receiving health care 
insurance. Subsequently, Black Church leaders may view African Americans seeking 
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mental health care services as a futile effort, if many of their congregants cannot afford to 
seek outside mental health care services due to lack of funds and/or health care insurance.   
Additionally, the context of influence at the macro-systemic level refers to 
broader societal level values and ideologies that provide a total context for other systems 
(e.g., messages about African Americans seeking and receiving mental health services 
based on larger western vs. eastern cultural values).  And finally, at the chrono-systemic 
level, this context of influence incorporates time as a developmental history of the 
individual; exploring the pattern of environmental events, experiences, and transitions 
over the life span.  From an ecological perspective, Bronfenbrenner’s (1989) later 
addition of the chronosystem has major implications for this study in that it is our 
assertion that much of the environmental events, experiences and transitions among the 
Black Church leaders we are investigating, may be embedded in their historical views 
about African Americans seeking professional mental health care services.  
Through this chronosystemic lens, the role of the church has been a safe haven for 
many African Americans suffering from the residual effects of a 400 year history of 
slavery, racism, oppression and discrimination in this country (Taylor et al., 2000). Given 
this assertion, understanding how these messages are being transmitted is essential in 
advancing the field to decrease the disparities of African Americans receiving mental 
health care services.               
       A third assumption by Bronfenbrenner (1979) suggests that ecological theory 
imposes a level of reciprocity in that each individual is in a constant and reciprocal 
interaction at each of the contextual levels, hence being influenced by and influencing the 
specific contextual factors within the respective levels. Bronfenbrenner (1979) refers to 
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this phenomenon as bi-directional influences. According to Chibucos et al., (2005) a 
level of mutual adjustment often occurs at the micro-level of reciprocity given that 
individuals are in constant interaction with the environmental context that is containing 
them. This micro-level also has important relevance for Black Church leaders within the 
context of our study given that they are continually interacting with each other in the 
ministry. From an ecological theoretical perspective, it highlights that church leadership 
are always transmitting attitudes, beliefs and values back and forth with a level of mutual 
adjustment and in a bi-directional manner.         
 A fourth assumption of ecological theory suggests that contextual levels within 
systems are continuously cross-interactional.  Hence, all systemic levels are constantly 
interacting with one another between levels and from within levels, which continues to 
influence the development and change of the individuals embedded in these systems. For 
example, the micro-level of the church environment may be interacting at the meso-level 
of the mental health care environment which is in turn, affected by the exosytemic level of 
government funding for mental health care services.  This ultimately influences societal 
views at the macro-level related to African Americans seeking and receiving professional 
mental health care services which may then feed back into the micro-level of the church 
environment.  
 Such attitudes, values and beliefs about seeking mental health care services can 
additionally be transmitted within these systemic levels.  This complex interactional 
structure highlights the need to understand how these systems relate to each other and 
most importantly how they influence one another. A good start is to first understand if 
there are actual messages about mental health care seeking behavior among African 
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Americans being transmitted within the micro-level of the hierarchical leadership of the 
Black Church and if so, what are the ways in which they are being transmitted.  
The Black Church  
 Mental health care professionals are becoming more aware of the important role 
of the Black Church and more specifically the role that black clergy play in addressing 
the mental health care needs and well-being of African Americans in our communities 
(Taylor et al., 2000).  There still remains, however, limited research to address how 
mental health care needs are identified in faith based communities. For example, Taylor 
et al., (2000) focused on the characteristics associated with congregants who tend to seek 
counseling from their ministers for personal problems and what role ministers play in 
meeting their congregant’s mental health needs. Researchers in this article highlighted the 
need for more collaborative models to link churches with more formal mental health 
services. They also suggested that higher educational levels of clergy plays a key role in 
efforts to coordinate mental health care services with church communities to better meet 
the needs of congregants (Taylor et al., 2000).                    
Further, in its historical context, African American scholars have affirmed that the 
Black Church has consistently been a dependable source of emotional and social support 
for African American individuals, families, and communities (Adksion-Bradley et al., 
2005).  Another more recent article focused specifically on forging a collaborative 
relationship between the Black Church and the mental health care community (Adksion-
Bradley et al., 2005). This article highlights the historical origin, function and 
characteristics of the Black Church and then focuses on possible collaborative strategies 
of the Black Church. Strategies focused on having mental health care agencies provide 
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full or part-time liaisons to area churches or ministers in order to build relationships and 
to foster cross- training strategies while also promoting cross referrals to enhance 
collaboration (Adksion-Bradley et al., 2005).     
Additionally, Aaron, Levin, & Burstin (2003) addressed the focus of African 
American Church participation and health care practices. In this quantitative study, 
survey data from 2196 residents of a low-income, African American neighborhood were 
investigated using a cross-sectional analysis (Aaron et al., 2003). The study was designed 
to measure the frequency of church attendance correlated with potential covariates related 
to physical health care practices such as (e.g., receiving pap smears, mammograms, and 
dental care). Results showed that 37% of community members surveyed attended church 
at least once a month and that church attendance increased the probability of positive 
health care practice from 20% to 80% (Aaron et al., 2003).  While this study focused on 
overall physical health care, areas related to exploring the relationship between church 
participation and mental health care practices need more attention as well.     
Boyd-Franklin (1989) asserted that the Black Church represents many different 
denominations, including Baptist, African Methodist, Church of God in Christ, Seven-
Day Adventist, Pentecostal, Presbyterian, Roman Catholic, and Episcopalian.  Adknison-
Bradley et al., (2005) postulated that the term “Black Church” encompasses any pre-
dominantly African American congregation, even if it is part of a predominately White 
American religious denomination. It is important to highlight that the Black Church is not 
a monolithic group; as such, it is not being presented in this study as a one-dimensional 
system but as a multidimensional system. This study is designed to explore church 
leadership in the largest African American Baptist Church in Philadelphia.  In this 
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context, the contemporary term used to describe the size of this system is referred to as 
the Mega-Church.  
Black Mega-Churches: Enhancing Resources    
 As the demographic landscape of the United States continuously evolves, so 
has the composition of the Black Church. Hence, more than ever before, religious 
institutions are rapidly changing (Mattis et al., 2007). With people changing their 
places of worship more frequently in the past twenty years, the emergence of Black 
Mega-Churches have evolved in the landscape of America. This concept of the large 
(e.g. mega-church) is relatively new, thus the variables that characterize this 
phenomenon are still evolving.  
 There are over seven-hundred United States Mega-Churches, which are 
identified as having two-thousand or more congregants participating in Sunday and 
Saturday worship service, while also providing a wide variety of additional activities 
to members of the church and the community throughout the week (Thumma, 1996; 
Tucker-Worgs, 2001). Still a small number of Mega-Churches in the United States 
have been identified as having more than two-thousand participants, sometimes 
exceeding five thousand members. Those that exceed five thousand participants in the 
course of a weekend, fall within the category of the top 200 Mega-Churches in the 
United States.  
 While Mega-Churches in America have grown in number over recent years, 
it is important to note that they make up less than six percent of all congregations in 
the United State (Dudley and Roozen, 2001).  Further, according to Tucker-Worgs 
(2004) approximately sixty-five of the seven-hundred mega-churches are 
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predominately Black and while some are new; many of them are historically old 
churches that have grown in size over time.   
 Much of this growth in number can be attributed to charismatic Senior 
Pastors that have revitalized people, restoring their faith and hope in God (Mattis et 
al., 2007).   Franklin (1995) suggested that many Mega-Black Churches share 
hallmarks that are traditional in nature such as; a largely African American 
congregation with an African American Senior Pastor and lay leaders; and a culture of 
worship that stems from the traditions of African American culture including 
emotional expressiveness, alter call and response.             
 Additionally, one of the unique characteristics of Black Mega-Churches is 
that this large microsystem provides many programs not just on Sunday but 
throughout the week for their congregants as well as for members of the community. 
Schaller (1992) refers to this as a “full service” church in which many of its 
congregants’ comprehensive needs are met through their attendance at the church. 
This kind of one stop shopping has been a prevalent resource for the African 
American community, given that historically there have been limited access to other 
community services. Yet, Braxton (2004) states that the onset of Black Mega-
Churches has taken it to a new level, drawing on the financial resources of the middle 
class.  
 This is further highlighted by Gilkes (2004) who suggested that Black 
Churches have always been at the forefront, providing social services to the 
community, but that Mega-Black Churches now have the resources to do it on a larger 
scale. Tucker-Worgs (2001) emphasized that more than fifty percent of Black Mega-
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Churches have affected the community through creating 501c(3) nonprofit 
corporations, or Community Development Corporations (CDC’s) to support their 
outreach efforts in the community. Additionally, the location of many Black Mega-
Churches are often in urban areas where there is a high concentration of Black people 
who either reside in the area or who drive in from their suburban residences. This 
phenomenon is especially prevalent in cities such as Washington D.C., Atlanta, Los 
Angeles, and Houston (Tucker-Worgs, 2001; Thumma, 1996).  
 The importance of religion and spirituality in the African American 
community is extremely high; Chatters, Taylor, & Lincoln (1999) report that 80% of 
African Americans find religious beliefs to be very important, while 43% seek comfort 
through religion. Hence, given the high concentration of African Americans attending 
Black Mega-Churches either for Sunday services or for weekly activities, this creates a 
plethora of opportunities for the church to interface with other systems outside the 
church structure to more comprehensively meet the needs of individuals and families 
in the community. Moreover, churches of this size provide invaluable access to foster 
collaborative relationships and ongoing linkages to more effectively meet the mental 
health care needs of African Americans in the community (Walters, 1995).  
 Other prevalent characteristics of Black-Mega Churches are the increasing 
number of female Ministers, more educated Pastors and more lay leaders meeting the 
everyday needs of the congregants vs. the Senior Pastors (Mattis et al., 2007).  In a 
qualitative study by Mattis et al., (2007) focus groups were conducted to examine the 
use of ministerial support by African Americans. Researchers in this study specifically 
explored issues that congregants addressed with their minister as well as issues 
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congregants felt uncomfortable addressing with their ministers. Additionally the study 
focused on factors that inform congregants’ decisions about seeking or not seeking 
ministerial support for their problems.  
 Thirteen focus groups were conducted with individuals who self identified as 
Christian. Seventy-eight participants were recruited for this study; 39 male and 39 
female. The ten focus groups included males and females between 18 and 54 years of 
age and three smaller groups included individuals 55 years of age or older. Common 
themes that evolved from the focus group discussions were that congregants tended to 
go to their ministers for: (1) religious and spiritual development; (2) 
general/unspecified counseling; (3) romantic relationship counseling; (4) 
grief/bereavement counseling; (5) family problems; (6) health and illness problems; 
(7) reproductive issues; and (8) financial work related issues.  
 This qualitative study (Mattis et al., 2007) revealed that issues not addressed 
with ministers were the following: (1) family and marital conflicts; (2) personal 
problems or day to day living problems; (3) reproductive or gender specific problems; 
(4) sexual violence problems; (5) domestic violence/spousal abuse problems;  
and (6) substance abuse problems.  Additionally, among the factors that informed 
congregants’ decisions to not go to their ministers for support was a direct relationship 
with God, ministers’ perceived relationship with others regarding being judgmental, 
uneasiness, availability to alternative support as well as their perceptions of the 
ministers’ level of competence (Mattis et al., 2007).  
 This focus group study additionally suggests that while some focus has been 
placed on examining congregants’ views about seeking help for their mental health 
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problems from the church or ministers, there continues to be little research on the 
views of ministers and more specifically church leaders about seeking professional 
mental health care services outside of the church and in collaboration with the church. 
Given these paradigm shifts in the church ( e.g., the growth of the mega-church 
structure with many layers of church leadership), the relevance of our research 
endeavor is timely in order to explore the transmission of attitudes, beliefs and values 
of Black Church leaders regarding African Americans seeking professional mental 
health care services.       
The Black Church: Community Social Support Systems  
African American Clergy in the Black Church have had a significant and 
important role in the African American community (Adksion-Bradley et al., 2005; 
Taylor et al., 2000).   Billingley (1999) and Dana (2002) conclude that the Black 
Church community continues to be a source of social support for many African 
Americans. Given this salient historical context, the exploration of the roles and ways 
in which Black Church leadership influences African Americans attitudes toward 
seeking professional mental health care services, is an important research endeavor. 
 Many researchers have concluded that the Black Church is often one of the 
primary entry points for mental health care issues among African Americans 
(Adksion-Bradley et al., 2005; Neigbors et al., 1998; Taylor et al., 2000, Thomas et 
al., 1994).  Regier and Goldberg (1978) and later Fox, Merwin and Blank (1995), 
described this phenomenon in their rural de facto mental health services model which 
illustrated how African Americans often go to more informal resources first, like the 
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church, a family member or friend due to attitudes and beliefs regarding professional 
mental health care services in the south.   
Davey and Watson (2008) recently suggested that many ethnic minorities such as 
African Americans continue to seek support from the church, often as a first entry 
point to seeking mental health care services or often no help is sought at all.  The 
Black Church, therefore, has historically and continues to be a primary source of help 
and gatekeeper in the delivery of community and mental health care services 
(Caldwell, Chatters, Billingsley, & Taylor, 1995; Neighbors, Musick & Williams, 
1998; Taylor & Chatters, 1996; Taylor, Chatters, & Levin, 2004; Young, Griffin, & 
Williams, 2003).   
In a study conducted by Thomas et al., (1994) researchers examined 635 Black 
Churches in the Northern United States. This study represented samples taken from 
The Black Church Family Project which was a multi-year, national study of family- 
oriented community outreach programs sponsored by Black Churches.  According to 
Thomas et al., (1994) eight characteristics were revealed through the use of univariate 
and multivariate statistical procedures that demonstrated an association with 
community health outreach programs. They were congregational size, denomination, 
church age, economic class of membership, ownership of church, number of paid 
clergy, presence of other paid staff and educational level of minister (Thomas et al., 
1994).  
The higher educational level of the minister and identified church size based on a 
logistical regression models were the strongest predictors of church sponsored 
community outreach programs with 88% church participation. Interestingly, in this 
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study when senior ministers were questioned about their primary role in the 
contemporary Black Church, 86% stated that their role was to serve church members 
and the community (Thomas et al., 1994). 
Additionally, a study conducted by Rubin, Billingsley, and Caldwell, (1994) 
explored the role of the Black Church in working with adolescents and focused on 
data from the same Black Church Family Project in the previously mentioned study.  
This study consisted of examining 635 Northern Black Churches, (320 in the North 
Central and 315 in the Northeastern United States) and their role in offering youth 
support programs. Results from this study revealed that 28% of Northern churches  
(e. g., 178 churches) had community outreach programs for youth in the community as 
well as youth church members. The study also revealed that older churches, churches 
with middle class congregations and larger churches in size were more likely to 
sponsor a greater number of youth programs (Rubin et el., 1994).   
Another more recent study (Blank, Mahmood & Fox, 2002) focused on the role of 
Black Churches, specifically in the South, and the provision of alternative mental 
health care services. In this quantitative study, 269 Pastors from Southern churches 
completed a self-report survey designed to examine the provision of mental health 
services within the church structure. The study addressed five specific areas: (1) 
church-level demographics; (2) perceived problems of congregants; (3) Pastor’s 
involvement with congregant’s problems; (4) support offered by church to address 
congregant’s problems; and (5) Pastor’s knowledge about links to alternative physical 
and mental health care providers in the community.  Results revealed that Black 
Churches in the South provided more services than White Churches regardless of 
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urban or rural location and that there were some links to external mental and physical 
health resources in the community (Blank et al., 2002).                          
The Black Church: Addressing Contextual Issues within the African American 
Community    
 Historically, Taylor et al., (2000) suggested that the fields of sociology and social 
work have a long tradition of documenting the centrality of religious concerns and 
institutions in Black communities (Frazier, 1974; Lincoln & Mamiya, 1990; Mays & 
Nicholson, 1933). The church has played a singularly important role in meeting the 
psychological, economic, and socio-cultural, political needs of the African American 
community (Billingsley, 1999; Billingsley & Caldwell, 1991, 1994; Chatters, 2000; 
Cone, 1985; DuBois, 1961; Findlay, 1993; Lincoln & Mamiya, 1990; McRae, Thompson 
& Cooper, 1999; Moore, 1991; Young et al., 2003).  Taylor et al. (2000) additionally 
stated that faith communities have occupied a primary role in African American 
communities, encompassing a broad range of issues, including civic and political 
concerns, educational pursuits, and economic and community development.   
 Thus, it is not surprising that survey evidence demonstrates that nearly nine out of 
ten Black Americans view Black Churches as fulfilling multifaceted roles in Black 
communities and as having a positive influence on their lives (Blank et al., 2002; 
Galloway, 2003; Mattis et al., 2007; Taylor, Thornton, & Chatters, 1987). Moreover, the 
African American Church has been recognized as the oldest and most influential 
institution founded, maintained, and controlled by the African American people (Boyd-
Franklin, 1989; Taylor et al., 2000).  
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The Black Church: Racial, Cultural and Ethnic Factors   
Neighbors et al., (1998) highlights that a kind of informal, indigenous help 
provided by ministers has been extremely important in alleviating the distress that 
African Americans have experienced and has been largely responsible for the survival 
and advancement of African Americans in the face of racism and discrimination 
throughout their four-hundred year history in the United States. Survey evidence 
presented by Taylor et al., (1987) demonstrated that nearly 9 out of 10 African 
Americans viewed Black churches as having a positive influence on their lives  
(Aaron et al., 2003; Billingsley, 1999; Bullock, 2006; Levin, Chatters & Taylor, 
1995).  Moreover, historically African Americans have continued to endure many 
years of oppression, racism and discrimination stemming back to their entry into the 
United States.  
After what has been historically called the Middle Passage, in which Africans 
were transported from their homeland of Africa to America with attempts to strip them 
from their cultural heritage, the Black Church became a safe haven for freed African 
Americans giving themselves permission to express their native cultural, spiritual and 
authentic heritage (Caldwell, Green, & Billingsley, 1992).  These cultural expressions 
within the context of the Black Church became ways in which African Americans 
demonstrated a sense of loyalty to their culture.   
The church provided a salubrious way to hold onto their dignity and spiritual 
pride, while allowing them the release of burdens to God, in the presence of other 
Christians and church leaders.  The Black cultural reference to the prayer warrior, for 
example, epitomizes the importance of ardent prayer during a turbulent existence 
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(Costen, 1993).  These kinds of experiences within the context of the Black Church 
also gave African Americans helpful ways to cope which were needed to survive the 
many years of turmoil brought about by hundreds of years of inhumane forms of 
injustice via slavery and racism in this country.           
As a cultural group, it is important to note that the group of people being focused 
on, for the purpose of this study referenced by the term African Americans has 
evolved from being called Niggers, to Nigras, to Negroes, to Colored, to Blacks, to 
Afro-Americans, and to presently African Americans (Morris, 2001).  According to 
Morris (2001) many Africans were captured and brought to this country, not of their 
own free will.  Prior to their entry into America, the term used to identify this group of 
people was the term, African. After coming to America, the various terms used to 
describe people of African descent has come to represent a world view, ethnic identity, 
and cultural affiliation, with some positive as well as negative references.   
Careful consideration must be given to the various descriptions of African 
Americans given that they often carry the residual effects that may significantly affect 
their beliefs and views about the very systems and people working within those 
systems (Morris, 2001). The term Nigger, for example, was meant to be demeaning, 
derogatory and oppressive and was coined by White slave masters and their families. 
Thus, views about African Americans seeking mental health care services from a 
White mental health professional may be embedded within the residual effects of 
slavery throughout the more formal systems in America that have perpetuated racial 
discrimination, degradation and oppression.   
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Jones and Mathews (1977) stated that in 1794, freed slaves organized to create 
what would become known as the “Black Church” as a response to their opposition of 
the Christianization of African slaves by White Evangelical preachers. For many 
African Americans, the Black Church became a primary location for social life and a 
place where they could encounter a spiritual source of strength as well as achieve 
distinction and status.  The church’s role according to Adksion-Bradley et al. (2005) 
was especially important for African American men, who often were unable to assert 
themselves and to assume the male role, especially in family relations, that was 
defined in American culture.  
These African American men during the slavery era were denied basic human 
rights, such as marrying their partners and parenting their children or earning wages 
for their families. African American men were often ripped away from their families, 
sold to other families like cattle, emasculated and disempowered by the White slave 
owners. Further, later many African Americans were denied social freedoms that were 
granted to their White counter-parts such as the right to vote, to earn living wages to 
support their families or to protect their families when in harms way (Adksion-Bradley 
et al., 2005). Thus, the Black Church became the safe place where Black men, women 
and children could feel free to express their cultural heritage as well as feel entitled to 
the simple dignities offered to human beings such as teaching their children the virtues 
of life through the word of God (Franklin, 1995).         
Further, the Black Church became a safe place to develop community in which 
African Americans could internally organize themselves (Adksion-Bradley et al. 
2005). While for many years, African Americans were treated unjustly and were not 
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recognized as United States citizens with the most basic of civil rights; to vote for 
political officials outside the church, the Black Church created a dependable place in 
which individuals and their families could vote for and elect church officers and 
leaders within the context of their spiritual environment (Adksion-Bradley et al. 2005; 
Billingsley, 1999; DuBois, 1903, 2003; Lincoln & Mamiya, 1990). 
 The Black Church has historically, therefore, served as a source of relief, 
release and respite for many African Americans and their families who have found 
themselves weary and burdened by the societal structure and socio-political stressors 
that have historically discriminated, persecuted and oppressed them through overt and 
covert forms of racism (Adksion-Bradley et al., 2005).  From a sociocultural 
perspective, many of the attitudes, beliefs and values of African Americans, 
specifically within the Black Church community, have been developed and shaped by 
the social interactions of people embedded in the culture within this particular spiritual 
community.   
 This kind of support and relief through the context of the church and its 
spiritual and caretaking mechanisms has been unprecedented as compared to any other 
institutional structure within the 400 hundred years that African Americans have lived 
in America. Scholars have noted that no other institution in the United States can 
claim the level of loyalty and attention to African Americans as the institution of the 
Black Church (Boyd-Franklin, 1989; Richardson & June, 1997; Taylor et al., 2000).   
Studies have also indicated that this kind of access to the Black Church community is 
a primary and salient resource that has had a major impact on meeting the needs 
African Americans and their families in our communities (DuBois, 1903, 2003).  
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 Researchers additionally suggest that this kind of informal, indigenous help 
provided by ministers has been extremely important in alleviating the distress that 
African Americans experience and has been largely responsible for the survival and 
advancement of African Americans in the face of racism and discrimination 
(Neighbors et al., 1998). Given the evident stressors imposed upon African 
Americans, more attention should be given to their views about seeking professional 
mental health care services. 
 A study conducted by Diala et al., (2001) highlights racial/ethnic differences 
as it relates to attitudes towards seeking professional mental health services. This 
study used a stratified multi-stage probability sample of individuals between 15 and 54 
years of age from the National Comorbidity Survey. The initial administration of this 
survey was conducted by The Institute for Social Research at the University of 
Michigan. The initial study had an 82.4% response rate with a total of 8098 
participants. The focus of this study was to examine racial differences in attitudes 
towards seeking professional mental health care in the 12-months preceeding data 
collection (Diala et al., 2001).  
 Results from this study revealed that African Americans with depression 
were more likely to seek mental health care services and were less likely to be 
embarrassed by severe psychiatric disorders than Whites. Moreover, the overall results 
from this study suggested that African Americans were more likely to have positive 
attitudes towards seeking mental health care services as compared to their white 
counterparts (Diala et al., 2001).     
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 Conversely, a qualitative focus group study conducted by Sanders Thompson 
et al., (2004) explored the perceptions of Psychotherapy and Psychotherapists among 
201 African Americans. These focus groups consisted of 24 mixed sex groups no 
larger than 12 members for a total of 134 women and 66 men.  Results from this 
qualitative study revealed key themes related to barriers to service utilization 
including: stigma, lack of knowledge, lack of affordability, lack of trust, impersonal 
service, and lack of cultural understanding and insensitivity (Sander Thompson et al., 
2004). Results such as these highlight the need for more research to explore the views 
of African Americans as it relates to mental health care utilization and the need to 
develop better models and policies to address this huge mental health care disparity in 
America.     
The Black Church: Religiosity and Spirituality Factors 
Since the time of slavery upon Africans’ entrance into this country, the Black 
Church has been a safe place of spiritual retreat during times of discrimination, 
oppression and racism in America (Taylor et al, 2000). Several national studies on 
African American adults suggest that they display high levels of religiosity across a 
variety of religious indicators, including church membership rates and frequency of 
public behaviors, such as church attendance, as well as private devotional practices (e.g., 
prayer and reading religious materials) (Aaron et al., 2003).   Data from the National 
Survey of Black Americans revealed that 68% of adult Blacks belonged to a church and 
that 92% of members attended church (Neighbors et al. 1998).   Further, according to 
Roof and McKinney (1987), 85% of Black Protestants were estimated as being members 
of African American congregations. These statistics highlight the prevalent membership 
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of African Americans in Black Churches across America, further supporting the salience 
of organized religion and spirituality among African Americans within the context of the 
Black Church in our communities.   
Additionally, Adksion-Bradley et al., (2005) describes cultural tools as an agent 
used by the Black Church to foster the health and wellness of its congregants such as the 
use of prayer as an active agent to bring physical, mental, emotional and spiritual relief. 
Prayer is a constant agent used in formal and informal gatherings of most Black Churches 
and is an integral part of the process for relieving pain and suffering often associated with 
the everyday life experiences of many African Americans (Paragament et al., 1990).  
 Additionally, Franklin (1995) describes altar prayer and pastoral prayer as 
significant therapeutic tools within the Black Church context. These are ways in which 
congregants can release their stressors and concerns and have them absolved by the 
Pastor through the will of God.  From a sociocultural perspective (Vogotsky, 1986) these 
kinds of coping mechanisms like prayer, altar call and music are viewed as cultural tools 
passed down from one generation to another and from one individual to another 
promoting spiritual wellness, hence contributing to developmental learning through social 
interaction within the cultural environment.  
Conversely, often unintended messages about mental illness can be integrated 
within the culture (e.g., spiritual and religious spectrum) of the Black Church. Hence, in 
some cases when congregants have mental illnesses that might require more professional 
mental health care services outside the spiritual realm, this can be viewed as a sign of 
weakness or failure to have faith in God (Mattis et al. 2007). These kinds of messages 
from an ecological perspective (Bronfenbrenner, 1979) can be transmitted within the 
  
 
                                                                                
  
50
 
microsystem of the Black Church and specifically among Church leadership as well as 
outside the Church structure in microsystems such as the family, neighborhood, and 
community.    
There is a strong need to understand these kinds of religious and spiritual factors 
that are deeply embedded in the culture of the African American community. Lewis, 
Conner and Sanchez, (2000) suggested that academic training programs should work 
towards developing cultural competency by preparing counselors to address potential 
religious or spiritual practices that may be essential in their progress towards mental 
health and wellness. Lewis et al., (2000) additionally suggested that the role of religion 
and spirituality for African Americans are extremely important and must be addressed in 
the context of mental health.  Assessment of the willingness of African Americans to 
seek professional mental health care services outside the church is an essential construct 
to be examined by both researchers and clinicians as well.  
Additionally, Bartoli (2007) offers psychotherapists’ strategies and concrete 
suggestions related to developing religious and spiritual competency. The ultimate goal 
of the article focuses on the provision of tangible skills to create a greater level of self 
awareness in the clinician. Clinicians’ perspectives on how religion and spirituality may 
affect therapy are relevant contextual variables in addressing the views of church 
leadership related to African Americans seeking professional mental health care.  
African American Clergy and Black Church Leadership     
 Given the tremendous impact that African American Clergy have had on the 
African American community, it is surprising that there is only a small body of current 
social science research highlighting the important role that ministers have played in 
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meeting the specific mental health care needs of their congregants (Blank et al., 2002; 
Mattis et al., 2007; Neighbors et al., 1998; Taylor et al., 2000). The extant research 
indicates that African Americans tend to first seek the support of ministers during 
personal crises (Adksion-Bradley et al., 2005; Neighbors et al., 1998; Taylor et al., 
2000; Thomas et al., 1994).  
Additionally the field of social science has offered limited research designed to 
explore the types of mental health care services and satisfaction received by African 
American congregants as a result of their help seeking with Black Clergy.  Few 
research studies have explored the specific types of concerns for which congregants 
were willing to go to their ministers. Mattis et al., (2007) highlights the types of 
concerns that congregants tend to go to their ministers for, as well as the concerns that 
they resist going to their ministers for, and what factors inform those decisions.  
Further, prior research suggests that ministers are aware of the kinds of concerns that 
their congregants are uncomfortable coming to them for, which supports the idea of 
developing more collaboration with outside mental health care professionals (Mattis et 
al., 2007; Taylor et al., 2000; Young et al., 2003). Ministers, therefore, may be more 
willing to make referrals if they felt that the mental health concerns of their 
congregants would be met. Especially, given that according to Mattis et al., (2007), 
some of those same congregants may feel more comfortable with an outside source 
rather than their minister based on the sensitivity of their concerns.        
There continues to be, however, what appears to be limited interest in addressing 
what happens to congregants with more severe mental health concerns, for example, if 
they need to be treated by both pastoral counseling as well as more formal mental 
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health care approaches.  As it relates to referral links, the duality of spiritual and 
clinical roles (e.g. being responsible for both the congregants’ spiritual as well as  
mental health needs) of African American Clergy may overlap in their efforts to 
provide a more comprehensive approach with respect to their counseling ministry 
(Mattis et al., 2007). Research, however, on the mental health services referral 
practices of clergy also suggests that well-educated clergy are better informed 
regarding mental health care issues and services available from professionals and 
public agencies. They tend to be more confident in their understanding of these issues, 
and deal more frequently with the mental health care community, than their less-
formally educated peers (Mattis et al., 2007; Taylor et al., 2000).   
Another example of this is the work of Levin (1986) in which he outlined among 
the many public health roles of the African American Clergy; those of counselor, 
diagnostician, and referral agent.  Neighbors et al. (1998) also describes clergy roles as 
both gatekeepers and referral agents. Hence, there are some studies, albeit very few, 
demonstrating that some Black Clergy are indeed making referrals to mental health 
care professionals (Caldwell et al., 1992; Chang, Williams, Griffin, & Young, 1994; 
Mollica, et al., 1986).  
Addressing Mental Health Concerns within the African American Community   
As such, African American Clergy have played a significant role in the help 
seeking patterns of African Americans who have serious emotional problems (Neighbors, 
et al., 1998) with a number of scholars in the last decade focusing attention on the role 
that African American Clergy play in meeting the psychological and existential needs of 
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African American churchgoers (Blank et al., 2002; Levin, 1986; Neighbors, 1985; 
Neighbors et al., 1998; Rubin et al., 1994; Taylor et al., 2000).   
In a study conducted by Neighbors et al. (1998) data from the National Survey on 
Black Americans was used to explore the role of African American ministers related to 
providing help for serious emotional problems. The study specifically investigated 
demographic variables and psychological factors thought to be associated with seeking 
and receiving help from clergy. Also explored, were potential characteristics that 
increased the likelihood of seeking help from ministers and decreased the likelihood of 
seeking help from other mental health care professionals (Neighbors et al., 1998). Results 
revealed that women and bereaved individuals were more likely to go their clergy person 
for help. Additional results from this study suggested that people of low socio-economic 
status were less likely to contact their clergy for help and all who received help from 
clergy were less likely to seek additional mental health care resources Neighbors et al. 
(1998).             
The aforementioned is further noted by reports suggesting that many African 
Americans as well as their families, tend to first seek help from their Pastors when 
experiencing emotional distress (Mattis et al. 2007). Taylor et al.(2000) suggested that 
ministers are sometimes the first and only professionals that individuals may encounter, 
placing them in the central role of personal counselors and spiritual advisors with respect 
to the mental and physical health of their congregants among many other needs.  Given 
this phenomenon, it seems peculiar that there is such limited research designed to explore 
the mental health care needs among African Americans that are not being addressed by 
the larger mental health system.  Unfortunately, Black Clergy and their leaders continue 
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struggle to meet many of their congregants’ mental health care needs, sometimes without 
all the necessary clinical skills to assess, diagnose and treat certain mental illnesses 
(Chalfant et al., 1990; Mollica et al., 1986).  
 Additionally, there has been limited research designed to explore what 
collaborative resources are available to assist congregants when their mental health  
needs are too severe to be addressed one-dimensionally (Adksion-Bradley et al., 2005; 
Bullock, 2006; Galloway, 2003; Taylor et al., 2000; Thomas et al., 1994; Walters, 1995). 
Additionally, there have been some studies focused on the attitudes and perceptions 
related to African American clergy and their views about mental health, but primarily 
dissertations which have not been published in peer-reviewed journals.  Similarly, 
Williams (1994) stated that despite the apparent importance of clergy, there has been 
little systemic information concerning the interface among religious organizations and 
mental health care service delivery systems, including Black ministers’ roles with regard 
to the more formal mental health care system. 
Issues of Collaboration: African American Clergy and Formal Mental Health Care 
Professionals      
 African American Clergy, despite their ascribed roles as gatekeepers and 
referral agents to more formal mental health care services, sometimes experience a 
level of discomfort in referring their congregants to professionals outside the church 
(Neighbors et al., 1998). Additionally, extant research has suggested that a vast 
majority of Black help-seekers are satisfied with the help that they receive from their 
Pastors, and do not choose to seek additional professional mental health services and 
may not actually be in need of or want additional mental health care services (Mattis et 
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al., 2007).  This research however, has not specifically examined the types of mental 
health problems congregants are experiencing and if it is indicated that additional 
professional mental health services might be needed, despite the potential resistance of  
referrals to mental health care services outside of the church community. 
 Overall, there continues to be little information and limited research over the 
last decade to support the best ways to establish collaborative partnerships between the 
Black Church and our current mental health care system that will better track the 
referral process from the Black Church to more formal mental health care providers.  
To understand how various contextual barriers might block referral exchanges, it 
becomes imperative that the field begin to understand what is in the minds of the very 
persons who are charged with serving as the gatekeepers for such a large underserved 
population in the field of mental health. 
 African American Clergy are on the front lines, often functioning as a 24 
hour triage unit and serving as an alternative to mainstream mental health providers in 
an effort to meet the myriad of needs presented by their congregants on a daily basis 
(Blank et al., 2002; Mattis et al., 2007; Taylor et al., 2000). Because they are highly 
accessible, it makes sense that they end up shouldering a tremendous amount of the 
therapeutic responsibility to address the mental health care needs of their congregants 
who might be experiencing personal problems and distress. Neighbors et al. (1998) 
identified several additional forces such as socio-cultural factors, stigma, cost, 
mistrust, a philosophy of self resilience that help to explain why African Americans 
tend to first seek their Pastors in times of personal and emotional distress and often 
never connect with other professional mental health services even if, these services are 
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additionally needed.  Many of the contextual variables discussed such as sociocultural 
factors, stigma, cost, mistrust, and a philosophy of self-resilience are woven into the 
historical sociocultural fabric of the African American experience. Hence, through this 
contextual lens, there are many factors that contribute to Black Church leadership 
views on African Americans seeking professional mental health care services outside 
the church context. 
Exploration of Black Church Leadership’s Attitudes, Beliefs and Values about African 
Americans Seeking Formal Mental Health Care Services   
While a limited number of studies have investigated the role of ministers, more 
specifically Senior Pastors (e.g., Mattis et al., 2007) in the delivery of supportive services 
as well as their diverse function and experiences as it relates to meeting the needs of their 
congregants, not much emphasis has been placed on investigating the role of the Black 
Church Leadership. Mattis et al. (2007) argues that the literature that has examined the 
role of clergy with respect to the delivery of mental health services has focused primarily 
on the following areas: (1) factors explaining demographic and psychological variables 
present contributing to those more likely to seek counseling from their clergy (Neighbors 
et al., 1998); (2) clergy’s role in detecting mental illness (Bentz, 1970; Blank et al., 
2002); (3) various types of help offered by clergy (Taylor et al., 2000; Taylor et al., 2004; 
(4) whether those who encounter clergy for help have the tendency to seek additional 
help from other more formal mental health professionals (Neighbors et al., 1998); (5) the 
potential for clergy to make referrals to more formal mental health professionals outside 
the church context (Neighbors et al., 1998); (6) characteristics of clergy that have the 
potential to affect congregants help seeking decisions (Taylor et al., 2000); (7) clergy’s 
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account of problems congregants come to them about (Young et al., 2003); and (8) 
congregants’ accounts of the types of problems that they tend to go to their clergy about 
(Neighbors et al., 1998; Taylor et al., 2004).   
However, little if anything is known about the attitudes, beliefs, and values of 
African American Clergy and their leaders within the hierarchal and nested structure of 
the Black Church, regarding African American congregants seeking professional mental 
health care services outside the context of the church. According to Mattis et al. (2007) 
there has only been one recent study designed to explore pastors’ attitudes and beliefs 
from African American churches about discussing social and mental health issues. This 
study was related to the provision of sexual education within the church (Coyne-Beasely 
& Schoenbach, 2000). This pilot study focused on surveying a convenience sample in a 
largely populated African American region in the southeastern part of the United States. 
The focus was to examine the views of African American clergy leaders about sex 
education within their churches; specifically related to their adolescent members.      
  It should be noted that this study, however, only focused on the educational 
benefits of providing services inside the church, but did not address the collaboration and 
provision of sexual education services outside the church. According to Coyne-Beasley et 
al., (2000) results from this study revealed that 76% of clergy leaders found it important 
to discuss with their adolescent members at least one of the following issues: drugs, 
alcohol, teen pregnancy, HIV/AIDS or violence. Additionally, results suggested that all 
clergy desired the inclusion of sexual health educational programs, yet 30% of those 
surveyed only wanted sex programs that also excluded discussions about anal sex, 
bisexuality, homosexuality, masturbation and oral sex (Coyne-Beasley et al., 2000).           
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Another less recent study focused on the attitudes of clergy related to mental 
illness, counseling and the helping professions (Wright, Moreau & Haley, 1982). This 
scant body of research further highlights the need to explore the attitudes, beliefs and 
values of Black Clergy leaders related to African Americans seeking professional mental 
health care services outside the context of the church. It is our belief that this knowledge 
will help to advance the field by creating more awareness about the transmission of views 
of such a powerful group of leaders who have a major influence within the African 
American community.           
Transmission of Attitudes within the Hierarchical Structure of a Black Mega-Church   
 There are different levels of leadership within the structure of the Black 
Mega Church.  For the purpose of this study, the terms clergy, minister, and associate 
pastor have been used interchangeably to describe the second level of Black Church 
Leadership within the context of a Mega-Church system, with the Senior Pastor and 
the first level of leadership. The third level of Black Church leadership being explored 
are Deacons/Deaconess whose role is to provide leadership, support, guidance and 
direction to individuals and families within the congregation who are assigned to their 
Biblical houses.  Congregational Care Givers and Deacon Aides are at the fourth level 
of Church Leadership within this system. They are charged with being another layer of 
support to congregants who are assigned to them from the time they join the church.              
 It should be noted that because the demands are so great, many Black Church 
structures and in particular; Black Mega-Churches have employed a hierarchical 
structure within the context of Black Church leadership that shares the responsibility 
for meeting the myriad needs of their many congregants (Mattis et al., 2007). Thus, 
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congruent with much of the literature that highlights the multifaceted role of Black 
Clergy and/or ministers, it should be noted that especially within the Black Mega-
Church structure; there is a shared responsibility to meet the needs of their 
congregants.  This responsibility is often under the direction of the Senior Pastor (e.g., 
the first level of Black Church leadership) who in many cases functions as the 
overseer ensuring that the church leaders below him/her and under his/her leadership 
effectively meet their congregants’ needs. Often the Senior Pastor may have no 
contact with a congregant receiving pastoral counseling who may tend to seek support 
within a Mega-Church structure from other church leaders, such as the Associate 
Pastors/Ministers, Deacons/Deaconess, and Congregation Caregivers/Deacon Aids, 
Elders or lay leaders (Mattis et al., 2007).           
 Because of this structural shift, it is paramount to explore the attitudes, 
beliefs, and values of Black Church leaders, who are also on the front lines in their 
communities serving as gatekeepers and caregivers to many African Americans.  For 
this reason, we have chosen to specifically explore the transmission of attitudes, 
beliefs and values of this particular sub-group. They are nested within a three-tiered 
hierarchical structure of leadership (Associate Pastor/ Minister, Deacon/Deaconness, 
and Congregation Care Giver/Deacon Aide) within a Black Baptist Mega-Church and 
they may share views related to African Americans seeking more formal mental health 
care services. Our primary aim is to advance the social science field, the field of 
theology as well as the field of Couple and Family Therapy by creating more 
awareness and cultural sensitivity in this area.                                         
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National Survey of American Life  
In order to carry out the primary aims of this study, items were taken from The 
National Survey on American Life: (NSAL) Coping with Stress in the 21st Century Main 
Adult Questionnaire (Jackson, Torres et al., 2004). The focus of the initial study using the 
NSAL instrument was to examine racial and ethnic group differences in the prevalence of 
mental disorders, psychological distress and informal/formal service use related to 
various stressors, risk and resilient factors and coping resources among national adult and 
adolescent samples (Jackson, Torres et al., 2004). The initial study was conducted from 
February 2, 2001 through June 30, 2003 by the Program for Research on Black 
Americans (PRBA) within the Institute for Social Research at The University of 
Michigan (Jackson, Neighbors et al., 2004). The Institute for Social Research’s Survey 
Research Center in collaboration with PRBA facilitated and conducted the field work for 
this study (Ford et al., 2007).      
The NSAL is a comprehensive 1535 item survey instrument designed to study 
mental disorders and the mental health of African Americans (Jackson, Neighbors, Nesse, 
Trierweiler & Torres, 2004). The use of the NSAL in the initial study was recorded as the 
largest in-depth study of African Americans concerning mental health ever completed 
(Jackson, Neighbors et al., 2004). It should be noted that while the core sample for the 
initial study included African Americans, a nationally representative household sample of 
Caribbean Blacks as well as non-Hispanic Whites residing in the areas being researched 
were also included in the study (Taylor et al., 2007).  
Much of the extant research has evolved from the use of this instrument to address 
a plethora of unresolved issues related to racial disparities in mental health (Jackson, 
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Neighbors et al., 2004).  Using data from the NSAL, a seminal study examined the 
similarities and differences of religious and spiritual involvement among older African 
Americans, Caribbean Blacks, non-Hispanic Whites (Taylor, Chatters, & Jackson, 2007). 
In this sample of  1, 439 respondents older than 55 years of age, researchers found 
heightened levels of religious involvement, including religious participation, church 
membership, coping and spirituality overall for African Americans and Caribbean Blacks 
in comparison to non-Hispanic Whites (Taylor et al, 2007).  According to Taylor et al. 
(2007) little significant difference was found between older African Americans and 
Caribbean Blacks other than denomination. African Americans tended to be Baptist and 
Caribbean Blacks were more likely to be Episcopalian or Pentecostal. Results from this 
study also suggested that the covariates of gender, age, marital status, income, education, 
and region all exhibited significant influences on religious participation and spirituality 
for older adults across diverse dimensions (Taylor et al., 2007). 
 According to Taylor et al. 2007, the following results suggested significant 
influences on religiosity and spirituality: (1) women indicated significantly higher levels 
of spiritual and religious involvement than men; (2) frequency of attending religious 
services and self-reported religiosity were two of the dependent variables that were 
significantly and positively associated with higher ages; (3) older African Americans and 
Caribbean Blacks reported experiencing higher levels of spirituality, coping and religious 
participation than older whites; (4) while income was negatively associated with self-
rated religiosity and spirituality, it was positively associated with the importance of 
religion in the home while growing up; and (5) education was positively associated with 
frequency of attending religious services and reading religious materials yet negatively 
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associated with watching religious programs, attitudes about taking children to church, 
importance of religion in one’s life, and self-rated spirituality. Additionally, results 
revealed significant associations with marital status based on 11 of the16 measures. 
Results indicated higher levels of religiosity and spirituality for those married vs. those 
who were not married. Separated, divorced and widowed respondents reported attending 
religious services and participating in religious activities less frequently than married 
respondents (Taylor et al., 2007). 
Additionally, Neighbors and colleagues (2007) conducted another relevant study 
using results from the NSAL focused on a 12-month utilization of professional mental 
health care service for African Americans and Caribbean Blacks who identified as having 
a 12-month DSM-IV disorder. This study revealed that female respondents who met the 
criteria for a 12-month DSM-IV disorder were more likely to obtain specialty mental 
health services, as compared to male respondents. Those who had serious mental illness 
ranked at the 49% for using services and 39.3 % reported having contact with a mental 
health care professional. Those identified in the study as least likely to seek services were 
respondents who fit in the category of the youngest and the oldest age groups (Neighbors 
et al., 2007).    
Williams et al. (2007) also utilized data from the NSAL to estimate the prevalence 
rates of major depressive disorders (MDD) among African Americans, Caribbean Blacks, 
and non-Hispanic Whites. The study suggested that 56.5% of African Americans and 
56.0% of Caribbean blacks had higher rates of chronic major depression as compared to 
the 38.6 % of non-Hispanic Whites who also had chronic major depression. While results 
from this study revealed lifetime MDD prevalence rates were higher among non-Hispanic 
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Whites (17.9%), prevalence rates were similar across racial groups for 12-month MDD. 
Further, few African Americans and Caribbean Blacks met the criteria for receiving any 
form of mental health care for their MDD (Williams et al., 2007).  This highlights the 
need for more studies to explore views about seeking and utilizing mental health care 
services among Africans Americans as well as Caribbean Blacks.   
An additional study examined both lifetime and 12-month prevalence rates of an 
older African American adult sub-sample from the NSAL initial study (Ford et al., 2007). 
According to Ford et al. (2007) based on a nationally representative sample, this is the 
first study that specifically focused on exploring the prevalence rates of older African 
Americans regarding serious mental illness. An overall response rate of 72.3% included 
837 African American adults ages 55 or older making up the sub-sample population for 
this study.  From this national household probability sub-sample, results revealed that 
23% of older African Americans reported having at least one lifetime disorder. Further, 
results indicated that 8.54% of older African American adults had at least one 12-month 
disorder.                                     
Jackson, Torres et al. (2004) additionally reported that one of the major goals for 
the initial study using the NSAL was to make a significant contribution by using the 
results to develop more appropriate models of racial and ethnic minority mental health. 
Congruent with this recommendation inviting a new generation of health researchers to 
explore racial and ethnic differences in mental health (e.g., Jackson, Torres et al., 2004) 
salient parts of the NSLA was chosen as the main self-report survey instrument for this 
descriptive cross-sectional study of church leaders.  Given the focus of the initial study 
on racial disparities among African Americans related to mental health, the NSAL maps 
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well onto the primary aims of the proposed study, which is designed to explore the 
potential transmission of views about the utilization of professional mental health care 
services among African Americans.     
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PROBLEM FOR STUDY 
There has been some research in the social services field to explore the mental 
health care needs as well as the disparities among African Americans seeking and 
receiving formal mental health care services (U.S. Department of Health and Human 
Services, 2001). The Surgeon General reported in the Supplement to the Mental Health 
Report that, “despite the existence of effective treatments, disparities in the availability 
and quality of mental health care services for racial and ethnic minorities still exist. As a 
result, these populations bear a disproportionately high disability burden from mental 
health disorders (p. 76).   
Given this ongoing problem and the enormous influence that the Black Church 
and more specifically Pastors, clergy and lay leaders have had in the African American 
community, it is unfortunate that there have only been a few studies designed to explore 
the attitudes, beliefs and values of clergy about mental health care services. More 
specifically, little is known about the attitudes, beliefs, and values of Black Church 
leaders within the hierarchal and nested structure of a Mega-Black Church, regarding 
African American congregants seeking professional mental health care services outside 
the church. Mattis et al. (2007) states that one recent study (Coyne-Beasely et al., 2000) 
explored pastors’ attitudes about discussing the specific issue of sexual education among 
adolescents inside the church. Another less recent study focused on the attitudes of clergy 
related to mental illness, counseling and the helping professions (Wright et al., 1982).  
Additionally, Blank et al. (2002) surveyed Pastors to determine if their churches 
provide mental health care and social services to their congregations. Yet, this study 
focused more on mental health services being provided inside churches in the South. This 
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study did not address views of clergy or congregants about seeking mental health care 
services outside of the church. There has been only one recent study exploring the 
perceived health needs based on the perceptions of the congregants (Baldwin, Humbles, 
Armmer & Cramer, 2001). This study, however, focused on the overall health of the 
congregant verses their specific mental health needs.  It should be noted that the focus of 
this aforementioned study (Baldwin et al., 2001) was on the congregants’ perceptions, 
and not the clergy or the lay leaders of the church.                    
This gap in the social services literature is problematic and further highlights the 
need for research in this area. It is important to explore the influential views of Black 
Church leaders in order to better understand the transmission of messages throughout this 
particular cultural/spiritual environment. Hence, this proposed descriptive cross-sectional 
survey study will contribute to the field by highlighting untapped knowledge to 
ultimately work towards more collaborative efforts to increase cultural awareness, build 
collaboration, and decrease mental health care disparities among African Americans in 
our community.  Moreover, an overarching goal of the study is to advance the field by 
creating more awareness about the transmission of attitudes, beliefs and values of a 
powerful group of church leaders who have a major influence in the African American 
community. This exploratory research will also shed light on what salient socio-
demographic, socio-cultural and religious/spiritual variables predict attitudes about 
African American’s seeking outside mental health services as well as the utilization and 
extent of any health and mental health services from the unique perspective of African 
American Church leaders.                 
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Research Questions and Hypotheses 
In order to fill this empirical gap regarding the views of Black Church leaders 
within a Mega-Church about African Americans seeking professional mental health care 
services, this study explored the following three research questions: 
1. For the entire sample and by role of the church leader within a Mega 
Baptist church (e.g., Associate Pastor/Minister; Deacon/Deaconess; and 
Congregational Caregiver/Deacon Aide) what are their salient socio-
demographic characteristics (e.g., age, gender, marital status, income, 
health insurance, years of services at the church, educational level and 
race/ethnicity)?  
2a. Based upon their leadership role and compared to the Senior Pastor, how  
  similar or different are the views of church leaders (e.g., Associate   
  Pastor/Minister; Deacon/Deaconess; and Congregational    
  Caregiver/Deacon Aide) about advising their congregants to   
  seek professional mental health care services outside the church? 
2b. Based upon their leadership role and compared to the Senior Pastor, are 
the church leaders who are closer to the Senior Pastor in terms of 
organizational structure (e.g., Associate Minister/Associate Pastor) talking 
more often about congregants seeking and utilizing outside mental health 
services as compared to church leaders who are more removed from the 
Senior Pastor within the organizational structure (e.g., Deacons/Deaconess 
and Congregational Caregiver/Deacon Aides)? 
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3. What salient socio-demographic variables (e.g., marital status, length of  
  leadership service at the church, race/ethnicity, gender, age, educational  
level, etc.), sociocultural variables (e.g., experiences of discrimination, 
racism), and spirituality/religiosity (e.g., importance of religion, church 
attendance, church support) variables predicted the three types of 
outcomes: a) attitudes toward seeking mental health services outside the 
church, b) any use of services (e.g., mental health, alternative health) 
outside the church, and c) the extent of use of services outside the church?  
This study hypothesizes the following: 
1.         It is hypothesized that salient demographic variables will emerge among 
the church leaders and by role with regard to their attitudes, values and 
beliefs about congregants seeking and utilizing outside mental health 
services.  
2a. It is hypothesized that Associate Pastors/Ministers will hold more 
favorable attitudes, beliefs, and values about the use of mental health care 
services outside the church and will also hold more similar views to the 
Senior Pastor as compared to both the Deacons/Deaconess and the 
Congregational Caregivers/Deacon Aides. 
2b. It is hypothesized that Associate Pastors/Ministers will talk more often 
with the church leader above them about the utilization and seeking of 
outside mental health services for congregants. 
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3a. It is hypothesized that sociodemographic, sociocultural and 
religious/spirituality variables will predict attitudes toward the use of 
mental health care services outside the church.  
1) Those church leaders who were female, non-married status, 
younger in age, with higher education, and less years in role as a 
church leader, will more likely hold favorable views regarding 
advising congregants to seek outside mental health care services.  
2) Those church leaders who felt closer to Black people, who 
experienced more unfair treatment due to racial discrimination, 
experienced more frequent acts of discrimination and used more 
ways to cope with racial discrimination, will more likely hold less 
favorable views about seeking outside mental health care services. 
3)  Those church leaders who felt more religious, more frequently 
attended church, more frequently participated in church related 
activities, received more emotional support from church members, 
and more frequently received help from other church members as 
well as helped others at church, will more likely hold less 
favorable views about seeking outside mental health care services. 
3b. It is hypothesized that sociodemographic, sociocultural and 
religious/spirituality variables will predict the use of any services outside 
the church. 
1) Those church leaders who were female, non-married status, 
younger in age, with higher education, and less years in role as a 
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church leader, will more likely report any use of services outside 
the church. 
2) Those church leaders who felt closer to Black people, who 
experienced more unfair treatment due to racial discrimination, 
experienced more frequent acts of discrimination and used more 
ways to cope with racial discrimination, will more likely report no 
use of any services outside the church.   
3) Those church leaders who felt more religious, more frequently 
attended church, more frequently participated in church related 
activities, received more emotional support from church members, 
and more frequently received help from other church members as 
well as helped others at church, will more likely no use of any 
services outside the church. 
3c. It is hypothesized that sociodemographic, sociocultural and 
religious/spirituality variables will predict the extent of use of services 
outside the church. 
1) Those church leaders who were female, non-married status, 
younger in age, with higher education, and less years in role as a 
church leader, will more likely report using more services outside 
the church. 
2) Those church leaders who felt closer to Black people, who 
experienced more unfair treatment due to racial discrimination, 
experienced more frequent acts of discrimination and used more 
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ways to cope with racial discrimination, will more likely report 
using less services outside the church. 
3) Those church leaders who felt more religious, more frequently 
attended church, more frequently participated in church related 
activities, received more emotional support from church members, 
and more frequently received help from other church members as 
well as helped others at church, will more likely report using less 
services outside the church.  
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CHAPTER 3: METHODOLGY 
Research Design 
 The proposed research is a descriptive quantitative cross-sectional and self-report 
survey study.  Participants were drawn from a single Baptist Black Mega-Church in a 
large Northeastern metropolitan area.  During scheduled staff ministry meetings at the 
church, the researcher invited volunteers to complete a self-report survey instrument 
which took approximately 60 minutes to complete.  Specific questions (229-items) were 
drawn from the National Survey of American Life (Jackson, Torres et al., 2004). The 
proposed research was designed to explore the hierarchical leadership structure 
(Associate Pastor/Ministers, Deacons/Deaconness, and Congregational Care 
Givers/Deacon Aides) within the church in order to understand the potential transmission 
of attitudes, beliefs and values about mental health care service utilization among African 
Americans.  
Sample 
Large modern churches include a hierarchical leadership structure which provides 
structure and opportunities for continuity of interactions with church leaders and fellow 
congregants.  Overall leadership and direction is provided by the Senior Pastor who also 
provides regular services to the congregants such as leading worship services 3 to 4 times 
per weekend, conducting Bible study 3 to 4 times per week, performing weddings, 
funerals, baby dedications, providing pastoral counseling as well as carrying out 
administrative tasks related to ministry within the organizational structure of the church.  
Reporting directly to the Senior Pastor are approximately 6 paid Associate Pastors 
and 20 non-paid Associate Ministers who are responsible for carrying out the task of 
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ministries such as, pastoral counseling, worship services, fellowship, evangelism, 
missions work, discipleship and administration. Each Associate Pastor is assigned to 
oversee a particular department and the Associate Ministers assist them in everyday 
functions of these ministries.  
Two of the Deacons hold the senior positions of Director of Operations and 
Director of Youth ministries. Additionally, one church Leader who was a former trustee 
at the church now holds the position of Chief of Staff. These three paid senior church 
leaders all report directly to the Senior Pastor.    
 Each Deacon/Deaconess is assigned to one of the 44 Biblical houses. Some 
Biblical houses may have two Deacons/Deaconess assigned to them and others may only 
have one. Each Biblical house is named after a relevant person in the Bible. Up to 400 
hundred congregants may be assigned to one Biblical house structured to accommodate 
up to 16,000 members of the church. Every Deacon/Deaconess is partnered with a 
Deacon Aide who helps to oversee the CCG’s within their specifically assigned Biblical 
house. Each Deacon/Deaconess and Deacon Aide work directly together with the CCG’s 
to meet the needs of the congregants assigned to their Biblical house. Deacon/Deaconess 
perform such tasks as facilitating Sunday school, providing bereavement counseling, and 
assisting the Senior Pastor as well as Associate Pastors/Ministers in meeting the overall 
comprehensive needs of congregants.  CCG’s perform such tasks as the following: 
calling new members, informing them about the process of membership, addressing any 
concerns they may have and following up regularly to assist them as needed with prayer, 
guidance, direction, or providing access to resources within or outside the church.            
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Theoretically, each of the approximately 40 Biblical houses should have 20 
CCG’s assigned to achieve an optimal number of 800 CCG’s, given that the church 
membership exceeds 13,000 congregants. Optimally, each Deacon and Deacon aid would 
be assigned to approximately 16 CCG’s within their Biblical house. Given that the 
number of active CCG’s is at 25% (i.e., approximately 220), each Deacon and Deacon 
aid is actually assigned only 4 CCG’s within their specific Biblical house.                      
The CCG ministry is assigned a servant leader who oversees all the CCG’s within 
the Biblical Houses. At the optimal level of 800 CCG’s, each would be assigned to 
approximately 16 congregants. At the present 25% level, each of the 200 CCG’s can be 
are assigned up to approximately 80 congregants which would accommodate up to 
16,000 members of the congregation. Thus, the church provides a highly structured 
setting across several levels of leaderships, with congregants working most closely with 
the CCGs. 
This Mega-Church site was chosen as a sample site because the hierarchical three 
tiered level of participants inclusive of church leaders is representative of other large 
churches in the area and may be generalized to other similar church structures. Based on 
the criterion of at least 2,000 worshippers throughout the course of a weekend, there are 
currently five Black Mega-Churches in Philadelphia, approximately 10 in the state of 
Pennsylvania and 65 in the United States which accounts for 10% of the total number of 
Mega-Churches in the United States (Tucker-Worgs, 2004).  Exclusion criteria include 
staff members who do not fall into the three tiered structure of Associate Pastor/Minister, 
Deacon or Congregational Care Giver.       
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The sampling frame included approximately (25 Associate Pastors/Ministers, 50 
Deacons/Deaconess, and 200 Congregational Care Givers/Deacon Aides). Response rate 
was anticipated to be approximately 75% accounting for members of each leadership 
level not being present at the intended scheduled meetings. Thus, out of a potential total 
sample of 275 respondents, it was anticipated that approximately 200 respondents would 
complete the survey. The final purposive, non-random sample consisted of 112 
respondents (41% response rate) comprised of 22 Associate Pastors/Ministers, 34 
Deacons/Deaconess, and 56 Congregation Care Givers/Deacon Aides.   
Out of a possible 44 Biblical houses, 12 Biblical houses had respondents who 
represented all three levels of church leadership (27% of larger sampling frame), 13 had 
respondents who represented two levels of church leadership (30% of larger sampling 
frame), and 8 biblical houses (18% larger sampling frame) had respondents who 
represented one level of church leadership.  Thirty-three of the 44 biblical houses (75%), 
therefore, were represented in this sample by at least one level of church leader.  All 
respondents were African American and more than half of the sample of church leaders 
was female (68.8%), married (55%), middle class (74%), high school or college educated 
(69%), most reported being very satisfied to somewhat satisfied with church membership 
(90%), most had private health insurance for mental health services (83%) and most 
reported a middle income level (73%).   
Procedure 
Setting: The setting for the data collection was a classroom located in the Family 
Life Center or second floor of the church. The data was collected at four time points, 
from the Associate Pastors/Ministers, Deacons/Deaconess, and Congregational Care 
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Givers/Deacon Aides within the Baptist Mega-Church in Philadelphia. All self-report 
measures were collected from staff and volunteer staff members.  
Permissions:  Data collection began after Drexel University’s Internal Review 
Board (IRB) approved the study and completed consent forms (see Appendix A for the 
IRB Summary Form). Additionally, all individual participants completed an Adult 
informed consent form (See Appendix B). This form was given to each participant first, 
before they were administered the 229-item self-report survey. Thus, the research was 
confidential for all participants in the study.  Participation in this study was completely 
voluntary. All participants could refuse participation or stop at any time without penalty. 
To ensure strict confidentiality, all surveys (see Appendix D) were coded with numbers 
and no names were used in order to protect the identity of the participants. The identity of 
all participants will not be revealed without written consent. 
Data Collection  
The principal investigator prepared a script introducing the survey in order to 
ensure that the presentation of the material was similar for all participants across the four 
different meetings. The investigator attended four staff meetings (with permission from 
the Senior Pastor, see letter of support in Appendix C) to recruit participants for the 
study. After appropriate consents were completed, the staff took approximately 60 
minutes to finish the four-section, 229-item self-report survey instrument (see Appendix 
D). At any point in time, a participant could refuse to participate in the project.  
Participants did not receive any remuneration for participating in the confidential survey, 
and the study was not expected to have any risks. 
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Measurements 
National Survey of American Life (see Appendix D): In order to provide 
comparability with other surveys of attitudes, behaviors, and beliefs regarding mental 
health, particular items were drawn from the National Survey of American Life: Coping 
with Stress in the 21st Century (NSAL) (Jackson, Torres et al., 2004). The initial use of 
the NSAL instrument was conducted from 2001 to 2003 by the Program for Research on 
Black Americans (PRBA) within the Institute for Social Research at the University of 
Michigan (Jackson, Neighbors, et al., 2004). The Institute of Social Research’s Survey 
Research Center, in collaboration with (PRBA) conducted and completed all fieldwork 
over the two year process for the study (Taylor et al., 2007).  
As previously discussed, the NSAL instrument has been recorded as the most 
comprehensive and detailed study on mental disorders and the mental health of African 
Americans ever completed (Jackson, Neighbors et al., 2004) addressing a plethora of 
unresolved issues about racial disparities in mental heath not possible in previous studies 
(Jackson, Torres et al., 2004). The initial data collected from the NSAL included a 
nationally representative household sample of African Americans and Caribbean Blacks, 
10% being African American. Additionally, a national sample of Non-Hispanic Whites 
residing in the areas being researched were included in the study based on census tracks 
and block groups (Taylor et al., 2007).          
 Development of NSAL: This instrument was developed to explore intra- and 
inter- group racial and ethnic differences in mental disorders, psychological distress and 
informal/formal service use related to various stressors, risk and resilient factors and 
coping resources among national adult and adolescent samples (Jackson, Torres et al., 
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2004). Vygotsky’s (1986) sociocultural theory is very relevant given that socioeconomic 
status and sociocultural influences on mental health has been one of the main thrust of 
The Program for Research on Black Americans (Jackson, Torres et al., 2004). 
According to Jackson (1991) many of the measures used in the NSAL are similar 
to those used in the National Survey of Black Americans (NSBA) in 1979-1980.  The 
NSBA instrument was designed to facilitate the comparisons in continuities and 
discontinuities of life situations among African Americans after many social and 
economic changes over the course of a generation (Jackson, 1991). Hence, the 
development of instruments such as these, shed light on the importance of obtaining 
nationally representative data on issues related to mental health and mental illness among 
African Americans.   
Inclusive Measures and Unique Factors in the NSAL: The initial study conducted 
with the NSAL instrument included detailed, comprehensive and multiple measures on 
mental illness and mental health focusing on the following areas of health; social 
conditions; stressors; distress; subjective observational and objective neighborhood 
conditions and social and psychological protective risk factors.  
 For the purpose of this descriptive and cross-sectional study, items from specific 
measures in the NSAL were extracted to create a modified version, given the unique 
factors congruent with the overall purpose; to explore the transmission of views among 
Black Church leaders about African Americans seeking professional mental health care 
services.  
Jackson, Torres et al. (2004) highlight the unique factors included in the NSAL as 
follows;  first, the NSAL study included a very large, nationally representative sample of 
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African Americans allowing a systemic description on evaluation of the heterogeneity 
within the Black population; second, it included the first nationally representative sample 
of Caribbean Blacks which permitted the identification of mental health differences 
among a group often lumped in with  the African American population; third, it included 
multiple theoretical assessments of socio-economic status (Kreiger, Williams, & Moss, 
1997); fourth, geographic screening procedures were present; fifth, it included assessment 
of the presenting mental disorders as well as levels of impairment associated with these 
disorders and finally; all respondents (including Whites) were selected from the targeted 
geographic segments in relationship to the populations of African Americans and Black 
Caribbeans.   
 Design of the NSAL: Two primary sections were the focus of the NSAL 
instrument. The first section focused primarily on questions related to mental disorders 
and was developed by investigators at the National Institute for Mental Health (NIMH) 
and Harvard University Staff.  The second section focused on study specific questions 
developed by NSAL researchers (Jackson, Torres et al., 2004). It is important to note that 
the section regarding mental disorders was modified from versions that were developed 
for the World Mental Health project in 2000 (WHO World Mental Health Survey 
Consortium, 2004).  
 According to Wittchen (1994) many clinical and small research studies have 
supported the reliability and validity of the WHO-CIDI even though more assessments of 
reliability and validity are needed on the current version, especially in large 
epidemiological studies like the NSAL. Additionally, Jackson, Torres et al., (2004) offer 
that many of items for the study specific section of the adult instrument were extracted 
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from the NSBA (1979-80) and panel questions for the NBSA (1987, 1992, and 1994). 
Many of the items within the measures were developed from a culturally sensitive 
perspective accounting for unique differences of mental illness within Black populations.  
Much of the reliability and validity of these scales were drawn from twenty-five years of 
studies using standardized measures (Caldwell, Jackson, Tucker & Bowman, 1999; 
Jackson, 1991).       
 Sample Size Selection of the NSAL: The ethnic makeup of the respondents 
consisted of African American, Caribbean, Non-Hispanic White population groups.  
Completed samples sizes were as follows: African American, 3570 respondents with a 
70.7% respondent rate; Black Caribbean, 1623 with a 77.7% respondent rate; Non-
Hispanic White, 1006 respondents with a 69.7% respondent rate for a total of 6,199 face 
to face interviews with persons 18 or older in the home. The original target sample size 
was a total of 6,800 respondents, inclusive of 4,000 African Americans, 1,800 non-
Hispanic Whites and 1,000 Caribbean Blacks. The NSAL sample was constructed to 
represent a national multistage probability design with the African American population 
serving as the core sample for the base of the study (Jackson, Torres et al., 2004; Taylor 
et al., 2007).  The best available prevalence for these populations, specifically African 
Americans as the core group was the bases for sample size selection. An additional 
consideration for sampling selection was the power calculations of 0.05 probability, or 
better in detected differences among the groups.          
NSAL Major Sections and Selected Scales for the Proposed Study: The NSAL is 
a 1535- item scale that was designed to do an in-depth investigation of serious mental 
disorders and mental health conducted on a national household sample of the Black 
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American population (Jackson, Torres et al., 2004). There are 17 major sections that 
make up the total questionnaire and it was recorded as taking an average of 2 hours and 
20 minutes for the African American interviews and 2 hours and 43 minutes for the 
Caribbean adult interviews.  For the Non-Hispanic White respondents, the average 
recording time was only 1 hour and 43 minutes. These interviews took less time due to 
certain contextual study specific questions inappropriate for the White respondents 
(Jackson, Torres et al., 2004; Taylor et al., 2007). It should be noted that the researchers 
for this project using the NSAL, attended to cultural sensitivity objectives by designing a 
methodological interview process that incorporated race matching, long term specialized 
training sessions, and the use of community based interviewers (Jackson, 1991).     
Final modified NSAL self-report survey (8 sections): For the purpose of the 
proposed study, 8 sections were extracted from the 17 major sections in the NSAL and a 
demographic section was added (See Appendix D). A total of 225 items were used in 
addition to 4 transmission questions designed to ask about the attitudes of each respective 
church leader about advising their congregants to seek outside mental health services in 
comparison to the Senior Pastor and to those church leaders they report to, totaling 229-
items which comprised the final modified self-report survey.  These specific items were 
selected to explore the transmission of views related to African Americans seeking 
professional mental health care services. The ethnic makeup of respondents consisted of 
church leaders who self identified as being of African descent. These chosen sections are 
relevant given the historical, sociocultural and ecological theoretical perspectives (e.g., 
Vygotsky, 1986; Bronfenbrenner, 1979) that this population of Black Church leaders 
represents.  
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The sections in which items were drawn from are as follows: demographics, 
religion, psychological resources and physical health, employment and workplace, family 
and friends, mental health services, use of help services, group, personal identity and 
discrimination and personal data, politics and detention. The modified scale used for this 
study consist of four sections; (1) the personal data section including 3 sub-scales; (2) the 
religion section including 6 sub-scales (3) the health and mental health section question 
including 6 sub-scales and (4) the sociocultural section including 5 sub-scales.  
Personal data: In this scale, items 1 to 54 were selected which are relevant to 
sociocultural contextual variables such as educational status as well as ecological 
variables that may be associated with views of Black Clergy leadership such as regional 
location, neighborhood, school systems. This section also includes items that explore the 
respondent’s employment history and status. These items were extracted from the NSAL 
employment and work section. Sections (a), (b), and (c) in this section include the sub-
scales of early life health, current life health and demographics.  The demographic  
section was added within the personal data section to assess some of the socio-
demographic variables such as age, ethnicity, racial identity given the second aim of the 
study; to explore what salient variables are associated with attitudes, beliefs and values 
about seeking mental health care services outside the church. 
Religion: In this scale, items 55 to 90 were selected to assess religiosity and 
spirituality.  These items were extracted from the religion section in the NSAL. These 
questions were included to assess how constructs regarding religiosity and spirituality as 
sociocultural and ecological variables are associated with attitudes, beliefs and values 
about seeking mental health care services outside the church. The sub-scales (a) through 
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(f) in this section are organizational participation, social network, received emotional 
support/negative interaction, non-organizational private participation, religious 
importance, overall religiosity and overall spirituality.         
 Health and Mental Health Problems:  This section consists of items related to the 
respondent’s physical and mental health representing questions 91 to 178. These items 
were extracted from the psychological resources and physical health section in the 
NSAL. These items were included to assess participants’ access to physical and mental 
health resources, views about both physical and mental health and more specifically 
about seeking professional mental health care services. Relevant sub-scales chosen in this 
section are self reported health, health and mental health insurance, mental health help 
seeking attitudes and behaviors, problems with sadness, discouragement and lack of 
interest, problems with emotions, nerves, alcohol or drug abuse and use of alternative 
mental health help resources.  
Items 91 to 94 in sub-section III (a) self-reported health was chosen to measure 
participant’s physical and mental health status. Items 95 to 98 in sub-section III (b); 
health and mental health insurance were all chosen to measure the participant’s current 
health coverage.  Items 99 to 102 in sub-section III (c), alternative health and mental 
health seeking; items 103 to 128 in sub-section III (d), problems with Sadness, 
Discouragement, and Lack of Interest; and items 129 to 168 in sub-section III (e), 
problems with emotions, nerves, alcohol, drugs or abuse were all chosen from the mental 
health service and use of resource section in the NSAL to measure utilization of mental 
health care views. Items 169 to 178 in sub-section III (f); use of alternative mental health 
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help resources were also chosen to measure the participant’s views of the use of 
alternative professional mental health services.    
 Sociocultural: In this scale, items 179 to 225 were selected to assess participant’s 
racial identity and personality characteristics. These items were extracted from the group 
and personal identity section of the NSAL. These questions were chosen to assess 
sociocultural variables such as race and how participants’ view their racial identity.  Sub-
scales (a) through (e) were chosen to focus on the following areas: differential closeness, 
shade of skin color treatment, common fate, discrimination and coping.  
 The discrimination sub-scale includes items 194 to 217. These items were chosen 
to explore the sociocultural views of participants regarding their experiences of racial 
discrimination. Assessing possible associations between these constructs and views about 
mental health seeking behavior is relevant to the primary aims of this study.  Also, the  
coping sub-scale including items 218 to 225 was chosen to assess the level of coping and 
resilience of the participants.  Exploring ways of coping with discrimination for this 
population may assist the mental health field in better understanding views about mental 
health seeking behaviors and the transmission of these views within the church context.    
The outcome of primary interest for this study is to examine the attitudes, values, 
and beliefs toward seeking professional mental health care services. Section III of the 
measure for the study includes a scale on Health and Mental Health Problems. Two out of 
the six sub-scales in this section include items extracted from the NSAL (Jackson, Torres 
et al., 2004) focusing specifically on what this study is designed to measure. 
Additionally, used to address the aforementioned aim of how attitudes, beliefs and values 
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are transmitted within a hierarchical structure of church leaders about African Americans 
seeking professional mental health care services, are the sub-scales III (c) through III (f). 
The alternative health and mental health seeking scale, items 99 to 102 in sub-
section III (c); the problems with Sadness, Discouragement, and Lack of Interest scale, 
items 103 to 128 in sub-section III (d); and the problems with emotions, nerves, alcohol, 
drugs or abuse scale, items 129 to 168 in sub-section III (e), were all items chosen from 
the mental health service and use of resource section in the NSAL. These questions are 
relevant because they were intended to extract information about participant’s alternative 
health seeking behaviors and receiving of alternative mental health care services.  
The use of alternative mental health help resources scale, items 169 to 178 in 
sub-section III (f); were also chosen to measure participant’s use of alternative 
professional mental health services. Additionally, the self report health scale, items 91 to 
94 in sub-section III (a) and the health and mental health insurance scale, items 95 to 98 
in sub-section III (b) were extracted to measure overall health and access to professional 
mental health care services based on health insurance to cover mental health problems. 
Specific items within each sub-section will be measured individually. 
In the next section, the outcome and predictor variables used specifically in this 
study are described which were taken from the 229-items modified self-report survey 
adapted from the original NSAL.        
Dependent Variables (Outcomes) 
    Transmission Outcomes  
 The following four questions (Transmission A-D) using a 6-point Likert scale 
were asked of each church leader (Associate Minister/Pastor, Deacon/Deaconess, 
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Congregational Caregiver/Deacon Aid) to evaluate how their views about advising 
congregants to seek outside mental health care services compared with those leaders they 
report to above them and to the Senior Pastor in the church. Items were kept the same, so 
low scores reflected either a more favorable view about advising congregants to seek 
mental health care services outside the church or a similar view as compared to the 
Senior Pastor regarding advising congregants to seek mental health care services outside 
the church. 
Frequency of church leader above him/her talking about outside mental health 
care services for congregants (Transmission A).  “In terms of advising congregants, how 
often does the person you report to talk to you about seeking mental health care services 
outside the church?”(1=several times a week, 2=about once a week, 3=1 to 3 times a 
month, 4=several times a year, 5=about once a year, and 6=not at all). 
Frequency of church leader talking to leader above him/her about outside mental 
health care services for congregants (Transmission B). “In terms of advising congregants, 
how often do you talk to the person that you report to about seeking mental health care 
services outside of the church?” (1=several times a week, 2=about once a week, 3=1 to 3 
times a month, 4=several times a year, 5=about once a year, and 6=not at all).  
Views of congregants’ use of outside mental health care services compared to 
Senior Pastor (Transmission C). “Compared with your Senior Pastor, would you say your 
views toward seeking and using mental health care services outside of the church:” are 
(1= much more favorable; 2=more favorable; 3=about the same; 4=less favorable; 
5=much less favorable; and 6=don’t know). 
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Agreement with Senior Pastor about views of congregants’ use of mental health   
care services (Transmission D). “In terms of advising congregants, how much do you 
agree with the views of your Senior Pastor about seeking mental health care services 
outside the church?” (1=I always agree; 2=I often agree; 3=I sometimes agree; 4=I 
seldom agree; 5=I never agree; and 6=Not sure).   
Any Use of Services 
Any use of alternative health services for general health or mental health issues.  
Twelve alternative health services were listed (chiropractic care, acupuncture, 
aromatherapy, reflexology, Feng Shui, Yoga, Therapeutic Touch, Pilates, Tai Chai, 
Reike, Cultural/Ethnic Practices, Other) and respondents could choose yes=1 or no=0 and 
the scale is a dichotomous variable where 1=yes and 0=no.  
Any use of services from anyone including professionals or lay persons talked to 
for sadness, discouragement and lack of interest.  Twelve items were listed asking on a 
dichotomous scale (yes=1 and 0=no) if any of the following individuals were talked to:  
medical doctor or mental health professional, psychiatrist, psychologist, clinical social 
worker, couple and family therapist, family doctor, family or friends, religious or spiritual 
advisor, healer, herbalist, alternative medicine practitioners.  This is a dichotomous 
variable with 1=yes and 0=no. 
Helpfulness of any of these professional services at all for sadness, 
discouragement and lack of interest.  Ten professionals were listed (Faith healer, person 
who heals with roots/herbs, astrology, psychiatrist, mental health professional, couple and 
family therapist, family doctor, nurse, religious/spiritual advisor, alternative medicine 
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practitioner) and respondents could choose yes=1 or no=0 if they any of those services 
were helpful. 
Receipt of any kind of outside mental health therapeutic treatment for sadness, 
discouragement and lack of interest.  Nine types of treatment were listed (individual 
therapy, family therapy, couple therapy, group therapy, medications/drug therapy, 
talking/conversation therapy, alternative medicine, prayer, other) and respondents could 
choose yes=1 and no=0 if they received any of those services. 
Satisfaction with the outside mental health professional therapeutic treatment 
for sadness, discouragement and lack of interest.  Two Likert-scale items (5-point and 6-
point) were summed together, “How satisfied have you been with the treatment and 
services you received from a mental health professional outside of the church about your 
sadness, discouragement and/or lack of interest?” and “ How much did the mental health 
professional help with your problems concerning sadness, discouragement, or lack of 
interest?”  Higher scores indicate less satisfaction with mental health professionals 
outside of the church and Chronbach alpha for respondents was .86. 
Use of any services from anyone including professional or lay persons talked to 
about problems with emotions, nerves, alcohol, drugs, or abuse.  Twelve dichotomous 
questions (Yes=1 and No=0) were asked about talking to any professional, family, friend 
(e.g., psychiatrist, health professional, couple and family therapist, family doctor, family 
and friends, spiritual/religious advisor, healer, or alternative medicine practitioner) about 
problems with emotions, nerves, alcohol, or drugs, or abuse.  This is a dichotomous scale, 
with 1=yes and 0=no. 
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Helpfulness of any professional at all for problems with emotions, nerves, 
alcohol, drugs, or abuse. One question listed 10 types of mental and physical health 
professionals, respondents filled out a dichotomous question (Yes=1 or No=0) for each of 
the ten professionals listed to record if anyone at all was helpful.  This is a dichotomous 
scale with 1=yes and 0=no. 
Receipt of any kind of outside mental health therapeutic treatment for problems  
with emotions, nerves, alcohol, drugs, or abuse.  One question listed 10 types of mental 
and physical health professionals, respondents filled out a dichotomous question (Yes=1 
or No=0) for each of the ten professionals listed.  This is a dichotomous scale with 1=yes 
and 0=no. 
Satisfaction and helpfulness of the outside mental health care professional for  
problems with emotions, nerves, alcohol, drugs, or abuse. Two questions on 5-point 
Likert scale (1=very satisfied to 5=very dissatisfied) were summed together (“How 
satisfied have you been with the treatment and services you received from a mental 
health professional outside of the church about your emotions, nerves, drugs or abuse? 
and “How much did the mental health professional help with your problems about your 
emotions, nerves, alcohol, drugs, or abuse?” Higher scores indicated more dissatisfaction 
with outside mental health professionals and Chronbach alpha for respondents was .90. 
Any use of lay persons such as family, friends co-workers, acquaintances for 
problems with substance abuse problems.  Four dichotomous (Yes=1 or No=0) questions 
were filled out by respondents:  “Have you ever in your life received help for problems 
with your emotions, nerves about your use of alcohol and/or abuse issues from the 
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following four types of people:  family, friends, co-workers, or acquaintances?”  This is a 
dichotomous scale with 1=yes and 0=no for each of the four type of individuals. 
 Any use of self-help groups for mental health assistance.  One question listed 11 
types of self-help groups and respondents filled out either Yes=1 or No=0 for use of any 
self-help group. This is a dichotomous scale with 1=yes and 0=no. 
    Extent of use of Services 
Number of alternative health services used for general health or mental health 
issues. Twelve alternative health services were listed (chiropractic care, acupuncture, 
aromatherapy, reflexology, Feng Shui, Yoga, Therapeutic Touch, Pilates, Tai Chai, 
Reike, Cultural/Ethnic Practices, Other) and respondents could choose yes=1 or no=0. 
The twelve items were summed together, creating a count of the number of alternative 
health services used (0-12 range) and the Chronbach alpha for respondents was .73.   
 Number of any professional services received from professionals including 
(alternative medicine, mental health professional, ministers) talked to for sadness, 
discouragement and lack of interest. Twelve items were listed asking on a dichotomous 
scale (yes=1 and 0=no) if any of the following individuals were talked to:  medical doctor 
or mental health professional, psychiatrist, psychologist, clinical social worker, couple 
and family therapist, family doctor, religious or spiritual advisor, healer, herbalist, 
alternative medicine practitioners.  The twelve items were summed together, creating a 
count of the number of professional services received (0-12 range) and the Chronbach 
alpha for respondents was .82. 
 Number of any professional services helpful to you for sadness and lack of 
interest.  Ten professionals were listed (Faith healer, person who heals with roots/herbs, 
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astrology, psychiatrist, mental health professional, couple and family therapist, family 
doctor, nurse, religious/spiritual advisor, alternative medicine practitioner) and 
respondents could choose yes=1 or no=0 if they used any of those services.  The ten 
items were summed together, creating a count (0-10) and the Chronbach alpha for 
respondents was .09 which was very low for the reliability of this particular scale. 
 Number of outside mental health therapeutic treatments received for sadness, 
discouragement and lack of interest.  Nine types of treatment were listed (individual 
therapy, family therapy, couple therapy, group therapy, medications/drug therapy, 
talking/conversation therapy, alternative medicine, prayer, other) and respondents could 
choose yes=1 and no=0 if they used any of those services.  The nine items were summed 
together creating a count (0-9), the Chronbach alpha for respondents was .54. 
 Number of any people talked to including professional and lay persons about 
problems with emotions, nerves, alcohol, drugs, or abuse.  Twelve dichotomous questions 
(Yes=1 and No=0) were asked about talking to any professional, family, friend (e.g., 
psychiatrist, health professional, couple and family therapist, family doctor, family and 
friends, spiritual/religious advisor, healer, or alternative medicine practitioner) about 
problems with emotions, nerves, alcohol, or drugs, or abuse.  The twelve items were 
summed together creating a count (0-12) and the Chronbach alpha for respondents was 
.87. 
Number of professionals including (alternative medicine, mental health 
professional, ministers) ever helpful to you for problems with emotions, nerves, alcohol, 
drugs, or abuse.  One question listed 10 types of mental and physical health professionals, 
respondents filled out a dichotomous question (Yes=1 or No=0) for each of the ten 
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professionals listed.  The ten items were summed together creating a count (0-10), 
Chronbach alpha for respondents was .60. 
 Number of outside mental health therapeutic treatments received for problems 
with emotions, nerves, alcohol, drugs, or abuse.  One question listed 10 types of mental 
and physical health treatment and respondents filled out a dichotomous question (Yes=1 
or No=0) for each of the ten treatments listed.  The ten items were summed together 
creating a count (0-10), Chronbach alpha for respondents was .50. 
 Number of lay persons such as family, friends co-workers, acquaintances ever 
used for problems with substance abuse problems.  Four dichotomous (Yes=1 or No=0) 
questions were filled out by respondents:  “Have you ever in your life received help for 
problems with your emotions, nerves about your use of alcohol and/or abuse issues from 
the following four types of people:  family, friends, co-workers, or acquaintances?”  The 
four items were summed together creating a count (0-4), Chronbach alpha for 
respondents was .74. 
 Number of self-help groups ever used for mental health assistance.  One question 
listed 11 types of self-help groups and respondents filled out either Yes=1 or No=0 for 
use of any self-help group. The 11 items were summed together creating a count (0-11), 
Chronbach alpha for respondents was .19 which was a very low reliability for this scale. 
Independent Variables (Predictors)   
    Socio-demographic Predictors 
 Church Leadership Role.   A categorical variable captured the role of respondents, 
where 1=Associate Pastor/Associate Minister, 2=Deacon/Deaconess, and 
3=Congregation Caregiver/Deacon Aide.  This variable was then dummy coded for the 
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purpose of regression analyses, where if Deacon=0 and Associate Minister=0, then 
Congregational Caregiver was the role.  If Deacon=1 and Associate Minister=0, then 
Deacon was the role.  If Deacon=0 and Associate Minister =1, then Associate 
Minister/Associate Pastor was the role. 
 Marital Status.  Marital status was measured with one item that stated, “What is 
your marital status?”  Choices included married, single never married, divorced, 
widowed, and separated.  For the purpose of this study, marital status was recoded into a 
dichotomous variable, where yes was married and no was either single never married, 
divorced, widowed, or separated.   
 Number of years in role.  One question asked, “As an official member of the 
church how many years have you been in your role of leadership?”  This was a numerical 
value. 
 Race.   One question asked respondents to find the word that best describes what 
he/she would like to be called.  Choices included:  (1) Black, (2) Black American, (3) 
Negro, (4) African-American, (5) Afro-American, (6) Colored, (7) West Indian, (8) 
Haitian, (9) Jamaican, (10) Carribean, (11) African, or (12) other.  This is a categorical 
variable with a numerical value as noted above. 
 Gender.  Respondents were asked in an open-response format to fill in their 
gender which was categorically noted with a numerical value (1=male; 2=female). 
 Age.  Respondents were asked, “How old are you?” and the number of years was 
recorded. 
 Years of school completed.  Respondents were asked, “Note the number of years 
of school you completed.”  A numerical value was recorded. 
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 Self-rated overall physical and mental health.  Two items on a 5-point Likert scale 
(1=poor, 2=fair, 3=good, 4=very good, and 5=excellent) were first reverse coded and 
then summed together.  The two items were:  “How would you rate your overall physical 
health at the present time?” and “How would you rate your overall mental health at the 
present time?”  Higher scores indicate better self-rated physical and mental health. 
 Relative self-rated physical and mental health compared to last year.  Two items 
on a 5-point Likert scale (1=much worse now, 2=somewhat worse now, 3=about the 
same, 4=somewhat better now, 5=much better now) were first reverse coded and then 
summed together.  The two items were: “Compared to one year ago how would you rate 
your physical health in general?” and “Compared to one year ago how would you rate 
your mental health in general?  Higher scores indicate better self-rated physical and 
mental health relative to a year ago. 
Socio-cultural Predictors (Racism) 
 Frequency experiencing discrimination due to skin color.  Three 5-point Likert 
(1=very often, 2=fairly often, 3=not too often, 4=hardly ever, 5=never) scale items were 
first reverse coded and then summed together.  The three items were as follows:  “How 
often would you say that Whites treat you badly because of the shade of your skin 
color?”; “How often would you say that Blacks treat you badly because of the shade of 
your skin color?  and “How often would you say people find you attractive because of the 
shade of your skin color?”  Higher scores on this scale indicate more frequently 
experiencing discrimination due to skin color and the Chronbach alpha for respondents 
was .69. 
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 Number of times you were ever unfairly treated due to racial discrimination.  Nine 
items were in this scale, yes to an item was coded as a 1 and no or not applicable was 
coded as a 0.  The nine items were then summed, with higher scores for this scale 
indicating more frequently being treated unfairly due to racial discrimination.  
Chronbach alpha for respondents was .64. 
 Frequency experiencing acts of discrimination.  Eleven, 5-point Likert scale items 
were first reversed coded (1=never to 5=almost everyday) and then summed together.  
The eleven items were as follows:  “How often are you treated with less courtesy than 
other people?”; “How often are you treated with less respect than other people?”; “How 
often do you receive poor services than other people at restaurants or stores?”; “How 
often do people act as if they think you are not smart?”; “How often do people act as if 
they are afraid of you?”; “How often do people act as if they think you are dishonest?”, 
“How often do people act as if they are better than you?”; “How often are you called 
names or insulted?”; “How often are you threatened or harassed?”; “How often are you 
followed around or watched in stores?” and  “How often are you ignored when trying to 
receive service?”  Higher scores indicate more experiences of discrimination and 
Chronbach alpha for respondents was .90. 
 Number of ways you coped with racial discrimination. Eight dichotomous 
questions were filled out by respondents (1=yes and 0=no), indicating the number ways 
they coped with acts of racial discrimination, items were then summed together with a 
scale ranging from 0-8 as values, higher values indicated respondents use of more ways 
of coping with racial discrimination.  Chronbach alpha for respondents was .65.  
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 Closeness with all types of Black people.  Eight, 5-point Likert scale items (1=not 
at all close to 5=very close) were first reverse coded and then summed together.  The 
eight items were as follows:  “How close do you feel in your ideas and feelings about 
things related to the following eight types of Black people:  Black people who are poor, 
religious church going Black people, young upper class Black people, upper class Black 
people, working class Black people, older Black people, Black elected officials, doctors, 
lawyers, and other professionals from Black ethnicity?”  Chronbach alpha for this scale 
for respondents was .86. 
Religiosity/Spirituality Predictors 
 Importance of religion.  Five, 5-point Likert scale items (1=not at all to 5=very 
important) were first reverse coded and then summed together.  The five items were as 
follows:  “How important was religion in your home while growing up?”; “How 
important do you feel it is for parents to send or take their children to religious 
services?”; “How important is religion in your life?”; “How important is spirituality in 
your life?; and “How important is the practice of prayer when you deal with stressful 
situations?”.  Higher scores indicate religion is more important, however, the Chronbach 
alpha for respondents was too low to be used as a viable scale for this study (.000). 
 Overall religiosity.  One item on a 5-point Likert scale (1=very religious, 2=fairly 
religious, 3=religious, 4=not too religious, and 5=not religious at all) was asked of 
respondents, “How religious would you say you are?”  Since it is one-item scale, there is 
no reliability. Higher scores on this item indicate a respondent is less religious. 
 Overall spirituality.  One item on a 5-point Likert scale (1=very spiritual to 5=not 
spiritual at all) was asked of respondents, “How spiritual would you say you are?”  
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Higher scores on this item indicate a respondent is less spiritual. Since it is a one-item 
scale, there is no reliability. 
Church-Related Activities 
 Receipt of emotional support from church.  Six, 5-point Likert-scale items 
(1=very often, 2=often, 3=fairly often, 4=not too often, 5=never) were summed together 
and reverse coded so that higher scores refer to feeling more emotional support from the 
church.  The five items were as follows:  “How often do the people in your church make 
you feel loved and cared for?”; “How often do the people in your church listen to you 
talk about your problems and concerns?”; “How often do the people in your church 
express interest and concern in your well being?”; “How often do the people in your 
church make too many demands on you?”; “How often do the people in your church 
criticize you and the things you do”; and “How often do the people in your church take 
advantage of you?”  Chronbach alpha for the respondents was .44 which was low. 
 Private non-organizational private religious participation.  Seven items were 
reverse coded and summed to create a subscale, using a 5-point Likert scale (1=nearly 
everyday to 5=never).  The seven items were as follows:  “How often do you read 
religious books or other religious materials?”; “How often do you watch religious 
programs on TV?”; “How often do you listen to religious programs on the radio?”; “How 
often do you pray?”; “How often do you ask someone to pray for you?”; “How often do 
you tithe or give money to your church or place of worship?”; and “How often do you 
wear paraphernalia that signifies your religion?”  Higher scores indicate more often 
engaging in non-organizational religious activities.  Chronbach alpha for the respondents 
was .40, again a low reliability for this scale. 
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 Religious organizational participation since age of 18-attending church. One item 
asked respondents, “Since you were 18 years old, have you attended services at church or 
another place of worship other than for a wedding or funeral?”  Choices were 
dichotomous, yes or no with 1=yes and 0=no. 
 Frequency of attending religious services.  One item asked respondents, “How 
often do you usually attend religious services?” which was answered on a 5-point Likert 
scale (1=nearly everyday (4 or more times a week) to 5=never).  Higher scores indicate 
less frequently attending religious services. 
 Frequency attending other activities at church other than regular services.  One 
item on a 5-point Likert scale (1=nearly every day-4 or more times a week to 5=never) 
asked respondents, “Besides regular service, how often do you take part in other activities 
at your church?”  Higher scores indicate less frequently attending other activities at 
church other than regular services. 
 Frequently of seeing, writing or talking to church members via phone.  One item 
on a 5-point Likert scale (1=nearly everyday-4 or more times a week to 5=never) asked 
respondents, “How often do you see, write or talk on the telephone with members of your 
church or place of worship?”  Higher scores indicate less frequently seeing, writing or 
talking to church members. 
 Frequency of church members helping you.  One item on a 5-point Likert scale 
(1=very often, 2=fairly often, 3=not too often, 4=never, and 5=never needed help) asked 
respondents, “How often do people in your church or place of worship help you out?”  
Higher scores indicate less frequently church members help the respondent out. 
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 Frequency of you helping other church members.  One item on a 5-point Likert 
scale (1=very often, 2=fairly often, 3=not too often, 4=never, and 5=never had someone 
in need of help) asked respondents, “How often do you help out people in your church or 
place of worship?”  Higher scores indicate the respondent less often helped out other 
Church members.    
Data Processing and Analysis Plan 
  Data were first entered and verified against completed questionnaires.  
Frequencies, range checks, descriptive statistics (e.g., M, SD, skewness, kurtosis) as 
appropriate to level of measurement, and bivariate statistics (correlations, cross 
tabulations) were obtained for all measures to ensure accuracy and logical consistency.  
 Frequencies were then run for all salient demographic variables for the entire 
sample (gender, age, age of spouse, race, importance of race, main reason for feeling 
discriminated against, area growing up, marital status, years married, years of completed 
school, attended college, spouse attended college, college degree, currently employed for 
pay, spouse currently employed for pay, current income level, worrying about finances, 
federal health insurance coverage, private health insurance, mental health insurance, 
official role in the church, frequency in attending church services and church activities, 
frequency of receiving help from church members and offering help to church members, 
closeness to people at church, and relationship satisfaction with church members).  Then, 
frequencies were run for those same socio-demographic variables by type of leadership 
role in the church (Associate Minister/Associate Pastor, Deacon/Deaconess, and 
Congregational Caregiver/Deacon Aide).   
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 Descriptive statistics (Means, Standard Deviation, Minimum and Maximum) were 
then run for all predictor (sociodemographic, sociocultural, and religious/spirituality 
variables) and outcome variables (transmission, any use of services, and extent of use of 
services).  Oneway analyses of variance were run for the four transmission variables as a 
function of role within the church to identify significant mean differences, which were 
then followed up in significant analyses using Student-Newman-Keuls statistics (owing 
to difference in group sizes) to determine which of the three types of leadership groups 
(Associate Pastor/Minister, Deacon/Deaconess, and Congregation Caregiver/Deacon 
Aides) differed significantly from one another.  Two-tailed α was set at .05 in all 
analyses. 
 Then, correlations were run on all predictor and outcomes variables and finally a 
series of forward stepwise regression models (ordinary least squares, logistic, and 
Poisson, as appropriate to level of the outcome variable) was run with probability of 
variable entry set at .10 in order to identify significant subsets of variables within 
sociodemographic, sociocultural, and religion variables.  After the preliminary set of 
predictors within each subset of variables was identified, final multivariate models were 
estimated for each outcome variable. 
Validation Procedures 
 Potential Threats to Reliability and Validity:  Potential threats to reliability 
include the anticipated number of respondents as compared to the initial study conducted 
with the NSAL. The proposed study anticipated a target sample of 200 respondents for a 
75 % response rate verses targeted integrated national household probability sample of 
6,800 anticipated in initial study with the NSAL and an actual response rate of 6,199. The 
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final sample was comprised of 112 respondents or approximately 40% response rate, a 
much lower response rate than originally anticipated.  
Schedule and Potential Obstacles 
 The sample being examined for this research project was accessible to the 
researcher. Permission from the Senior Pastor and staff was not an obstacle in data 
collection.  The primary feasibility concern was assessing motivation for staff 
participation. Due to the participation in the study being completely voluntary, there were 
some challenges with recruitment. The researcher met with church staff at four regularly 
scheduled meetings to recruit volunteers participants. The length of time required to 
complete the Drexel University IRB procedures was another feasibility concern. All 
appropriate documents for review were filed with the University’s IRB after  
the committee approved the research proposal.  Collection of data occurred on four dates 
at the sample site and was scheduled after receiving IRB approval from Drexel 
University. The project was completed in less time than allotted to need a second IRB 
review, and all data was collected between September 2008 and December 2008. 
Limitations: A relatively small sample size for a cross-sectional project design 
was one of the most visible limitations to this project.  Thus, the findings of this study are  
descriptive in nature due to the limited number of participants. For further research 
projects in this area, the inclusion of a larger sample size to provide results that can be 
more broadly interpreted is recommended.  
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CHAPTER 4: RESULTS 
 In accordance with the three main research questions, the results are presented in 
three sections.  In the first section, the demographics of the entire sample and the sample 
by church leadership role (Associate Pastor/Minister, Deacon/Deaconess, and 
Congregational Caregiver/Deacon Aide) are presented as well as the descriptive statistics 
for all the predictor and outcome variables.   
 In the second section, One-way analyses of variance (ANOVAs) were run for the 
four transmission variables (Transmission A-D) as a function of role within the church to 
identify significant mean differences, which were then followed up in significant analyses 
using Student-Newman-Keuls statistics (owing to difference in group sizes) to determine 
which groups differed significantly from one another.  Two-tailed α was set at .05 in all 
analyses. 
 In the third section, Pearson (bivariate) correlations were first run on all outcome 
and predictor variables and finally three types regression analyses (Ordinary Least 
Squares, Logistic, and Poisson) were run to examine the association between the three 
types outcomes (attitudes toward seeking mental health services outside the church, use 
of any services outside the church, and the extent of use of services outside the church) 
and the sociodemographic, sociocultural, and religion/spirituality predictors.   
Demographic Characteristics of Sample and Descriptives for Predictors and Outcomes  
 The final purposive, non-random sample consisted of 112 respondents (41% 
response rate) comprised of 22 Associate Pastors/Ministers, 34 Deacons/Deaconess, and 
56 Congregational Care Givers/Deacon Aides. In approximately 33 out of the total 44 
Biblical houses (75% of all houses), at least one level of church leader was represented in 
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the final sample (see Table 4.1). There were a total of 35 males (31.2%) and 77 females 
(68.8%).  The range in age was between 28 and 89 years of age, with more than half of 
respondents between the ages of 45 and 64 (60%).  Most identified as African American 
(72.6%) and (16%) identified as Black.   
 When asked about the importance of race, more than half of respondents 
identified themselves as Black and American being equally important (60.4%), (15.3%) 
identified themselves as Black, (13.5%) as a human-being, and (8.1%) as being 
American.  Over half of the respondents reported being discriminated against due to their 
race (63.3%) and (22.8%) reported never feeling discriminated against.  More than half 
of respondents reported growing up in a medium or large city (53%).  More than half are 
currently married (55%), (16.2%) reported being single and never married and (20.7%) 
reported being divorced, while (7.2%) reported being widowed.   
 Forty-four percent reported having a high school education and more than half 
reported having at least a college education (75%).  Most were currently employed for 
pay (72.3%) and most reported their level of income as middle income (73.3%), while 
only (3%) reported being either at poverty or below poverty level and (7.9%) reported 
being in the upper income level.  Additionally, most reported having private health 
insurance which also provided professional mental health services (83.8%). 
 In terms of church-related activities, most reported attending church services 
between one and three times a week (92.9%), and more than half of the sample reported 
participating in church activities between one and three times a week (58%).  In terms of 
frequency of receiving help from others at the church, more than half (56%) reported 
either very often or fairly often receiving help from others and in terms of the frequency 
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of helping others at the church, most (82%) reported either very often or fairly often 
helping others.  Finally, when asked about how close respondents felt to people at the 
Church, most (71.1%) reported feeling either very close or fairly close and when asked 
about relationship satisfaction with church members, most reported (89.2%) they were 
very to fairly satisfied. 
 
Table 4.1. Demographic Characteristics for Entire Sample 
Variable Sampling 
N 
Frame
%
Gender    
Male 35 31.2
Female  77 68.8
Total 112   
Missing    
Total n     112   
Age    
28-44 26 23.7
45-54 35 32.2
55- 64 30 27.6
65-89 18 16.4
Total  109   
Missing 3   
Total n  112   
Age of Spouse    
34- 44 11 10.0
45- 54 21 19.2
55-64 15 13.6
65-80 15 13.6
not applicable 47 43.1
Total 109   
Missing 3   
Total n     112   
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Table 4.1. Demographic Characteristics for Entire Sample (Continued) 
Race Sampling  
N 
Frame
%
Black 17 16.0
Black American 3 2.8
African American 77 72.6
Afro-American 5 4.7
Colored 2 1.9
Caribbean 1 0.9
Other 1 0.9
Total 106   
Missing 6   
Total n     112   
Importance of Race    
Being Black 17 15.3
Being American 9 8.1
Both 67 60.4
Neither, just being a  15 13.5
Human Being                 
Other  3 2.7
Total  111   
Missing 1   
Total n 112   
Main Reason for Feeling Discriminated 
Against   
   
Ancestry /national origin 2 2.5
Race 50 63.3
Age 1 1.3
Height or weight 1 1.3
Shade of skin color 1 1.3
Gender     
Never felt discriminated 18 22.8
Against                           
Other 6 7.6
Total  79   
Missing 33   
Total n  112   
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Table 4.1. Demographic Characteristics for Entire Sample (Continued) 
Area Growing up Sampling  
N 
Frame
%
Rural 5 4.6
Country 3 2.8
Small Town 7 6.4
Small City 4 3.7
Medium City 29 26.6
Suburb 7 6.4
Large City 50 45.9
Military Base 1 0.9
Other  3 2.8
Total 109          
Missing 3   
Total n     112   
Marital Status    
Married 61 55.0
Single, never married 18 16.2
Divorced 23 20.7
Widowed 8 7.2
Separated 1 0.9
Total  112   
Missing                       
Total n 112   
Years Married    
1-10 19 35.9
11-20 15 27.0
21-30 9 16.1
31-40 7 12.6
41-50 2 3.6
51-54 3 5.4
Not applicable 1 1.8
Total  56           
Missing 56   
Total n 112   
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Table 4.1. Demographic Characteristics for Entire Sample (Continued) 
Years of School Completed Sampling  
N 
Frame
%
Less than High School 6 6.0
High School 44 44.0
13-16 31 31.0
17-20 21 21.0
21-23 4 4.0
Total 100   
Missing 12   
Total n     112   
Attended College    
Yes  97 87.4
No 14 12.6
Total 111        
Missing 1   
Total n     112   
Spouse Attended College    
Yes 49 44.5
No 28 25.5
Not Applicable    33 30.0
Total  110   
Missing 2   
Total n 112   
College Degree (CD) or Certificate    
Yes – CD 65 59.6
Yes – Certificate 11 10.1
No 33 30.3
Total  109       
Missing 3   
Total n 112   
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Table 4.1. Demographic Characteristics for Entire Sample (Continued) 
Spouses College Degree (CD) or 
Certificate 
Sampling  
N 
Frame
%
Yes – CD 36 32.4
Yes – Certificate 6 5.4
No 29 26.1
Not Applicable 40 36.0
Total  111   
Missing 1   
Total n 112   
Currently employed for pay    
Yes 81 72.3
No 31 27.7
Total  112   
Missing    
Total n 112   
Spouse Currently employed for pay    
Yes 46 41.4
No 19 17.1
Not Applicable 46 41.4
Total  111   
Missing 1   
Total n  112   
Current Income Level    
Unsure 3 3.0
Below Poverty 1 1.0
Poverty 2 2.0
Lower 11 10.9
Middle 74 73.3
Upper 8 7.9
Not Applicable      2 2.0
Total 101   
Missing 11   
Total n 112   
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Table 4.1. Demographic Characteristics for Entire Sample (Continued) 
Worrying about Finance       Sampling  Frame
%N 
Not at all 17 15.5
Very little 36 32.7
Sometimes or Occasionally 47 42.7
Almost all the time 9 8.2
All the time 1 0.9
Total  110   
Missing 2   
Total n  112   
Federal Gov. Health Insurance Coverage     
Yes 37 33.3
No 74 66.7
Total  111   
Missing 1   
Total n 112   
Fed. Gov. Health Ins. For Professional 
MHS 
   
Yes 32 29.6
No 5 4.6
Not Applicable 71 65.7
Total  108   
Missing 4   
Total n  112   
Private Health Insurance     
Yes 99 89.2
No 9 8.1
Not Applicable 3 2.7
Total  111   
Missing 1        
Total n 112   
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Table 4.1. Demographic Characteristics for Entire Sample (Continued) 
Private Health Insurance for Professional 
MHS 
Sampling 
N 
Frame 
% 
Yes 93 83.8 
No 3 2.7 
Not Applicable  15 13.5 
Total  111   
Missing 1   
Total n  112   
Official Member of the Church      
Associate Pastor/Minister 22 19.6 
Deacon/Deaconess 34 30.4 
CCG/Deacon Aid 56 50.0 
Other  30 26.8 
Total  112   
Missing     
Total n  112   
Frequency in attending church service - 
how often 
   
Nearly everyday - 4 or 5 4.5 
more times a week    
At least once a week - 1 104 92.9 
to 3 times a week     
A few times a month – 1 3 2.7 
to 3 times a month    
A few times a year - 1     
to ten times a year     
Never     
Total  112   
Missing     
Total n  112   
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Table 4.1. Demographic Characteristics for Entire Sample (Continued) 
Frequency of participation in activities in 
church  
Sampling  
N 
Frame
%
Nearly everyday – 4 or 10 8.9
more times a week     
At least once a week - 1  65 58.0
to 3 times a week     
A few times a month – 1 31 27.7
to 3 times a month    
A few times a year - 1 6 5.4
to ten times a year     
Never     
Total  112   
Missing     
Total n  112   
Frequency of receiving help from church 
members 
   
Very often 20 18.7
Fairly often 40 37.4
Not too often 24 22.4
Never 1 0.9
Never needed help 22 20.6
Total  107    
Missing  5   
Total n  112   
Frequency of helping other church 
members 
          
Very often 31 27.9
Fairly often 60 54.1
Not too often 15 13.5
Never     
Never had someone in  5 4.5
need of help    
Total  111   
Missing  1   
Total n  112   
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Table 4.1. Demographic Characteristics for Entire Sample (Continued) 
Closeness to people at church  Sampling  
N 
Frame
%
Very close 31 27.9
Fairly close 48 43.2
Close 21 18.9
Not too close 10 9.0
Not close at all 1 0.9
Total  111   
Missing 1   
Total n  112   
Relationship with church members – 
Frequency of seeing, talking via phone or 
writing   
   
Nearly everyday – 4 or 50 44.6
more times a week      
At least once a week – 1 or 46 41.1
3 times a week    
A few times a month – 1 15 13.4
to 3 times a month    
Never  1 0.9
Total  112   
Missing     
Total  112   
Relationship satisfaction with church 
members 
   
Very satisfied 65 58.6
Somewhat satisfied 34 30.6
Neutral 9 8.1
Somewhat dissatisfied 3 2.7
Very dissatisfied    
Total  111    
Missing 1   
Total n  112   
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 By the three types of Church leader, Associate Pastors/Ministers and 
Deacons/Deaconess had similar percentages of males and females, with (45.5%) males 
and (54.5%) females for the Associate Pastors/Ministers and (61.8%) males and (38.2%) 
females for the Deacons/Deaconess (see Table 4.2).  The Congregational 
Caregivers/Deacon Aides, however, had primarily females (92.7%) in that leadership 
role.  By age, Associate Ministers/Associate Pastors and Deacons/Deaconess were 
similar in distribution with most reporting their ages between 28-54, while there were 
relatively older Congregation Caregivers/Deacon Aides in comparison (approximately 
40% were between the ages of 55 and 64).  When asked about experiences of 
discrimination, most Associate Pastors/Ministers reported experiencing it due to their 
race (72.2%), more than half of the Deacons/Deaconess reported experiencing 
discrimination due to their race (55.6%), as well as more than half of the Congregational 
Caregivers/Deacon Aides reported experiencing discrimination due to their race (64.7%).   
 Regarding marital status, most Deacons/Deaconess reported being married 
(85.3%), more than half of Associate Pastors/Ministers reported being married (63.6%), 
and less than half (32.7%) of Congregational Caregivers/Deacon Aides reported being 
married, with more than half of the Congregation Caregivers/Deacon Aides reported 
being either single or divorced (54.6%).  Regarding education, most of the Associate 
Pastors/Ministers reported having at least a college education (89.6%), a little less than 
half of the Deacons/Deaconess and half of the Congregational Caregivers/Deacon Aides 
reported having at least a college education (approximately 48.0%).  
 When asked about their levels of income, most of the Associate Pastors/Ministers 
reported that they were in the middle income (75%), 80.6% of Deacons/Deaconess 
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reported they were also in the middle income, and 68% of Congregational 
Caregivers/Deacon Aides reported being in the middle-income.  Congregational 
Caregivers/Deacon Aides, however, more often reported lower income (21%) in 
comparison to the Associate Pastors/Ministers (5%) and Deacons/Deaconess (9.7%).  
Finally, regarding health insurance with mental health coverage, most of the Associate 
Pastors/Ministers (77.3%), most of the Deacons/Deaconess (76.5%), and most of the 
Congregation Caregivers/Deacon Aides (90.9%) reported having health insurance that 
included mental health coverage. 
 Across the three roles, there were similar frequencies of attending church 
services: one to three times a week was reported by 86.4% of the Associate 
Pastors/Ministers, 91.2% by the Deacons/Deaconess, and 96.4% of the Congregational 
Caregivers/Deacon Aides.  When asked about the frequency of receiving help from other 
church members, the Associate Pastors/Ministers reported most (70% very to fairly 
often), then the Deacons/Deaconess (59.4% reported very to fairly often), and finally the 
Congregational Caregivers/Deacon Aides reported least frequently receiving help from 
others at the church (49.1%).  When asked about the frequency of helping others at the 
church, the Associate Pastors/Ministers reported similar frequencies to the 
Deacons/Deaconess (95.5% for Associate Pastors/Ministers and 97% for 
Deacons/Deaconess), while 67.8% of Congregation Caregivers/Deacon Aides reported 
helping others very often to fairly often.   
 When asked how close respondents felt to church members, there were similar 
frequencies of responses across all three levels of leadership, with most reporting feeling 
very to fairly close to church members (approximately 70%).  Finally, when asked how 
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satisfied respondents felt about their relationships with church members, across all three 
levels of church leadership, most reported feeling very to somewhat satisfied (between 
approximately 80 and 90%). 
 
Table 4.2. Demographic Characteristics for Entire Sample by Roles 
Variable Associate 
Pastor/Min.    
N   
     % Deacon / 
Deaconess   
N 
      % Deacon 
Aid/CCG   
N 
      % 
Gender       
Male 10 45.5 21 61.8 4 7.3
Female  12 54.5 13 38.2 51 92.7
Total 22  34  55  
Missing     1  
Total n     22  34  56  
Age       
28-44 8 36.0 9 26.3 9 17.1
45-54 10 45.2 11 32.2 14 26.6
55- 64 3 13.5 6 17.5 21 39.7
65-89 1 4.5 8 23.2 9 17.1
Total 22  34  53  
Missing     3  
Total n 22  34  56  
Age of Spouse       
34- 44 3 13.5 6 17.5 2 3.8
45- 54 8 36.2 10 29.2 3 5.7
55-64 1 4.5 7 20.3 7 13.3
65-80 1 4.5 6 17.5 8 15.2
not applicable 9  5 14.7 33 62.3
Total 22  34  53  
Missing     3  
Total n 22  34  56  
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Table 4.2. Demographic Characteristics for Entire Sample by Roles (Continued) 
Race  Associate 
Pastor/Min.    
N   
     % Deacon / 
Deaconess   
N 
      % Deacon 
Aid/CCG   
N 
      % 
Black 4 20.0 4 12.1 9 17.0
Black American 1 5.0    81.8 2 3.8
African American 13 65.0 27 6.1 37 69.8
Afro American 2 10.0 2  1 1.9
Colored          2 3.8
Caribbean     1 1.9
Other     1 1.9
Total 20  33  53  
Missing 2  1  3  
Total n 22  34  56  
Importance of Race       
Being Black 2 9.1 7 20.6 8 14.5
Being American 2 9.1 2 5.9 5 9.1
Both 16 72.7 17 50.0 34 61.8
Neither, just being a        
Human Being  1 4.5 6 17.6 8 14.5
Other  1 4.5 2 5.9      
Total 22  34  55   
Missing       1  
Total n 22  34  56  
Main Reason for Feeling 
Discriminated Against  
      
      
Ancestry/national origin   1 3.7 1 2.9
Race 13 72.2 15 55.6 22 64.7
Age 1 5.6         
Height or weight     1 2.9
Shade of skin color     1 2.9
Gender        
Never felt  3 16.7 9 33.3 6 17.6
discriminated against           
Other 1 5.6 2 7.4 3 8.8
18  27  34  Total   
Missing 4  7  22  
Total n 22  34  56  
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Table 4.2. Demographic Characteristics for Entire Sample by Roles (Continued) 
Area Growing up Associate 
Pastor/Min.    
N   
     % Deacon / 
Deaconess   
N 
      % Deacon 
Aid/CCG   
N 
      % 
Rural 1 4.5 1 3.0 3 5.6
Country        3 5.6
Small Town 1 4.5 3 9.1 3 5.6
Small City 2 9.1     2 3.7
Medium City  7 31.8 7 21.2 15 27.8
Suburb 3 13.6 1 3.0 3 5.6
Large City 8 36.4 18 54.5 24 44.4
Military Base    1 3.0   
Other    2 6.1 1 1.9
Total 22  33    54  
Missing   1  2  
Total n 22  34  56  
Marital Status       
Married 14 63.6 29 85.3 18 32.7
Single, never married 2 9.1 1 2.9 15 27.3
Divorced 5 22.7 3 8.8 15 27.3
Widowed 1 4.5 1 2.9 6 10.9
Separated     1 1.8
Total 22  34  55  
Missing     1  
Total n 22  34  56  
Years Married       
1-10 6 46.2 9 34.5 4 23.6
11-20 4 30.8 7 26.8 4 23.6
21-30 3 23.1 3 11.5 3 17.7
31-40   4 15.2 3 17.7
41-50   1 3.8 1 5.9
51-54   2 7.7 1 5.9
Not applicable        1 5.9
Total 13  26  17  
Missing 9  8  39  
Total n 22  34  56  
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Table 4.2. Demographic Characteristics for Entire Sample by Roles (Continued) 
Years of School Completed Associate 
Pastor/Min.    
N   
     % Deacon / 
Deaconess   
N 
      % Deacon 
Aid/CCG   
N 
      % 
Less than High School    4 12.9 2 4.0
High School  2 10.5 12 38.7 24 48.0
13-16 4 21.1 7 22.6 20 40.0
17-20 9 47.4 8 25.9 4 8.0
21-23 4 21.1     
Total 19  31  50  
Missing 3  3  6  
Total n 22  34  56  
Attended College       
Yes 22 100.0 24 72.7 51 91.1
No   9 27.3 5 8.9
Total 22  33  56  
Missing   1    
Total n    34  56  
Spouse Attended College       
Yes 11 50.0 21 61.8 17 31.5
No 3 13.6 8 23.5 17 31.5
Not Applicable    7 31.8 5 14.7 20 37.0
Total 21  34  54  
Missing 1 4.5   2  
Total n 22   34  56  
College Degree (CD) or 
Certificate  
      
Yes – CD 18 85.7 17 51.5 30 54.5
Yes – Certificate 1 4.8 3 9.1 7 12.7
No 2 9.5 13 39.4 18 32.7
Total   21   33  55  
Missing 1  1  1  
Total n 22  34  56  
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Table 4.2. Demographic Characteristics for Entire Sample by Roles (Continued) 
Spouses College Degree (CD) 
or Certificate  
Associate 
Pastor/Min.    
N   
     % Deacon / 
Deaconess   
N 
      % Deacon 
Aid/CCG   
N 
      % 
Yes  - CD 11 50.0 15 45.5 10 17.9
Yes – Certificate 1 4.5 2 6.1 3 5.4
No 3 13.6 12 36.4 14 25.0
Not Applicable 7 31.8 4 12.1 29 51.8
Total  22  33  56  
Missing   1    
Total n 22  34  56  
Currently employed for pay       
Yes 19 86.4 23 67.6 39 69.6
No, not presently 3 13.6 11 32.4 16 28.6
No, never worked         1 1.8
Total 22  34  56  
Missing        
Total n   22  34  56  
Spouse currently employed for 
pay 
      
Yes 12 54.5 15 57.6 15 26.8
No 2 9.1 9 27.3 8 14.3
Not Applicable 8 36.4 5 15.2 33 58.9
Total 22  33  56  
Missing   1        
Total n 22  34       56  
Current Income Level             
Unsure      1 3.2 2 4.0
Below Poverty                 1 2.0
Poverty     2 4.0
Lower 1 5.0 3 9.7 7 14.0
Middle 15 75.0 25 80.6 34 68.0
Upper 3 15.0 2 6.5 3 6.0
Not Applicable      1 5.0   1 2.0
Total 20  31  50  
Missing 2  3  6  
Total n 22  34  56  
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Table 4.2. Demographic Characteristics for Entire Sample by Roles (Continued) 
Worry about Finances   Associate 
Pastor/Min.    
N   
     % Deacon / 
Deaconess   
N 
      % Deacon 
Aid/CCG   
N 
      % 
Not at all 4 18.2 6 17.6 7 13.0
Very little 7 31.8 13 38.2 16 29.6
Sometimes or  10 45.5 12 35.3 25 46.3
Occasionally          
Almost all the time 1 4.5 3 8.8 5 9.3
All the time     1 1.9
Total     22  34  54  
Missing     2  
Total n 22  34  56  
Federal Gov. Health        
Insurance Coverage        
Yes 6 27.3 12 35.3 19 34.5
No 16 72.7 22 64.7 36 65.5
Total 22  34  55  
Missing     1  
Total n 22  34  56  
    Fed. Gov. Health Ins. For 
Professional MHS             
  
   
Yes 5 23.8 9 27.3 18 33.3
No 1 4.8 1 3.0 3 5.6
Not Applicable 15 71.4 23 69.7 33 61.1
Total   21    33  54  
Missing 1  1  2  
Total n 22  34  56  
Private Health Insurance        
Yes 18 81.8 30 88.2 51 92.7
No 2 9.1 3 8.8 4 7.3
Not Applicable 2 9.1 1 2.9     
Total 22  34  55  
Missing     1  
Total n 22  34  56  
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Table 4.2. Demographic Characteristics for Entire Sample by Roles (Continued) 
Private Health Insurance for 
Professional MHS 
Associate 
Pastor/Min.    
N   
     % Deacon / 
Deaconess   
N 
      % Deacon 
Aid/CCG   
N 
      % 
Yes 17 77.3 26 76.5 50 90.9
No   2 5.9 1 1.8
Not Applicable  5 22.7 6 17.9 4 7.3
Total 22  34  55     
Missing     1  
Total n 22  34 56  
      Frequency in attending church 
service – how often       
Nearly everyday – 4 or 3 13.6 2 5.9   
more times a week        
At least once a week –   19 86.4 31 91.2 54 96.4
1 to 3 times a week       
A few times a month –       1 2.9 2 3.6
1 to 3 times a month       
A few times a year -        
1 to ten times a year        
Never        
Total  22          34  56  
Missing           
Total n  22  34   56  
      Frequency of participation in 
activities in church - other 
than regular service 
      
Nearly everyday – 4 or 5 22.7 4 11.8 1 1.8
more times a week       
At least once a week –   17 77.3 23 67.6 25 44.6
1 to 3 times a week       
A few times a month –        6 17.6 25 44.6
1 to 3 times a month       
A few times a year -    1 2.9 5 8.9
1 to ten times a year        
Never        
Total 22  34  56  
Missing       
Total n  22  34  56  
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Table 4.2. Demographic Characteristics for Entire Sample by Roles (Continued) 
Frequency of receiving help 
from church members  
Associate 
Pastor/Min.    
N   
     % Deacon / 
Deaconess   
N 
      % Deacon 
Aid/CCG   
N 
      % 
Very often 5 25.0 4 12.5 11 20.0
Fairly often 9 45.0 15 46.9 16 29.1
Not too often 5 25.0 9 28.1 10 18.2
Never                1 1.8
Never needed help 1 5.0 4 12.5 17 30.9
Total  20  32  55  
Missing 2  2  1  
Total n 22  34  56  
      Frequency of helping other 
church members       
Very often 11 50.0 9 27.3 11 19.6
Fairly often 10 45.5 23 69.7 27 48.2
Not too often 1 4.5 1 3.0 13 23.2
Never        
Never had someone      5 8.9
in need of help           
Total   22  33  56  
Missing   1    
Total n 22  34  56  
Closeness to people at church        
Very close 5 22.7 10 30.3 16 28.6
Fairly close 10 45.5 16 48.5 22 39.3
Close 5 22.7 6 18.2 10 17.9
Not too close 2 9.1 1 3.0 7 12.5
Not close at all     1 1.8
Total   22  33   56  
Missing   1    
Total n       22  34  56  
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Table 4.2. Demographic Characteristics for Entire Sample by Roles (Continued) 
Relationship/social network 
with church members – 
Frequency of seeing, talking 
via phone or writing   
Associate 
Pastor/Min.    
N   
     % Deacon / 
Deaconess   
N 
      % Deacon 
Aid/CCG   
N 
      % 
Nearly everyday – 4 or 13 59.1 23 67.6 14 25.0
more times a week       29.4   
At least once a week –  8 36.4 10  28 50.0
1 to 3 times a week    2.9    
A few times a month –   1 4.5 1  13 23.2
1 to 3 times a month       
A few times a year -        
1 to ten times a year        
Never       1 1.8
Total  22  34  56   
Missing       
Total n  22  34  56  
      Relationship satisfaction with 
church members       
Very satisfied 11 50.0 18 54.5 36 64.3
Somewhat satisfied 7 31.8 13 39.4 14 25.0
Neutral 3 13.6 1 3.0 5 8.9
Somewhat dissatisfied 1 4.5 1 3.0 1 1.8
Very dissatisfied          
Total      22  33     56  
Missing   1    
Total n 22 34  56  
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 Means, standard deviations, minimum, and maximum was calculated for each 
type of predictor and outcome variable (see Table 4.3).  The means and standard 
deviations for the sociodemographic predictors were as follows: marital status (M=1.83; 
SD=1.05); number of years in role (M=6.49; SD=8.19); gender (M=1.69; SD=0.46); age 
(M=53.39; SD=11.22); years of school completed (M=14.41; SD=3.56); self rated overall 
physical and mental health (M=7.66; SD=1.37); relative self rated physical and mental 
health compared to last year (M=6.66; SD=1.31); and leadership role (M=2.30; 
SD=0.78). 
 The means and standard deviations for the sociocultural predictors were as 
follows: frequency of experiencing discrimination due to skin color (M=8.44; SD=2.23); 
number of times unfairly treated due to racial discrimination (M=1.92; SD=1.72); 
frequency experiencing acts of discrimination (M=19.25; SD=6.34); number of ways you 
coped with racial discrimination (M=3.37; SD=1.87); and closeness with all types of 
Black people (M=29.16; SD=6.46). 
 The means and standard deviations for the religious/spirituality predictors were 
as follows:  importance of religion (M=23.59; SD=1.53); overall religiosity (M=1.97; 
SD=0.91); receipt of emotional support from church members (M=16.44; SD=2.80); 
private non-organizational religious participation (M=27.59; SD=3.14); religious 
organizational participation since age 18 (M=1.04; SD=0.18); frequency of attending 
religious services (M=1.98; SD=0.26); frequency of attending other activities at church 
other than regular services (M=2.29; SD=0.70); frequency of seeing, writing, or talking 
to church members via phone (M=1.71; SD=0.76); frequency of church members helping 
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you (M=2.67; SD=1.36); and frequency of you helping other church members (M=1.99; 
SD=0.91). 
 The means and standard deviations for the transmission outcomes are as follows:  
frequency of church leader above talking to you about outside mental health services for 
congregants (M=5.19; SD=1.03); frequency of you as the church leader going to talk to 
leader above about outside mental health services for congregants (M=5.30; SD=0.95); 
views of congregants use of outside mental health services compared to Senior Pastor 
(M=2.69; SD=0.71); agreement with Senior Pastor about views of congregants use of 
outside mental health services (M=1.81; SD=0.65). 
 The means and standard deviations for any use of  services outcomes are as 
follows:  for any use of alternative health services for general health and mental health 
issues (M=0.43; SD=0.49); any use of services including professionals or lay persons, 
(alternative medicine, mhp, Ministers) talked to for sadness, discouragement, and lack of 
interest (M=0.10; SD=0.30); helpfulness for the use of any of these professional services 
for sadness, discouragement, and lack of interest (M=-0.01; SD=0.23); receipt of any 
kind of outside professional mental health therapeutic treatment for sadness, 
discouragement and lack of interest (M=0.18; SD=0.43); talked to anyone about 
problems with emotions, nerves, alcohol, drugs, or abuse (M=0.05; SD=0.23); 
helpfulness of any professionals at all for problems with emotions, nerves, alcohol, drugs, 
or abuse (M=-0.00; SD=0.16); receipt of any outside professional mental health 
therapeutic treatment at all for problems with emotions, nerves, alcohol, drugs, or abuse 
(M=0.13; SD=0.34); any use of  lay persons such as family, friends, co-workers, or 
acquaintances for help with substance abuse problems (M=0.14; SD=0.38); any use self-
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help groups for mental health assistance (M=0.00; SD=0.21); satisfaction with outside 
mental health professional treatment for sadness, discouragement and lack of interest 
(M=3.90; SD=1.73); and satisfaction and helpfulness of outside mental health 
professionals for problems with emotions, nerves, alcohol, drugs, or abuse (M=3.63; 
SD=1.58). 
 The means and standard deviations for the extent of services outcomes are as 
follows:  number of alternative health services used for general health and mental health 
issues (M=0.90; SD=1.55); number of  any professionals or  lay persons talked to for 
sadness, discouragement, and lack of interest (M=2.73; SD=2.72); number of 
professionals helpful to you for sadness, discouragement and lack of interest (M=0.89; 
SD=1.14); ); number of outside professional mental health therapeutic treatments 
received for problems with sadness, discouragement and lack of interest (M=0.82; 
SD=1.13); number of any people (professionals or lay persons) talked to about problems 
with emotions, nerves, alcohol, drugs, or abuse (M=1.76; SD=2.54); number of any 
professionals helpful to you for problems with emotions, nerves, alcohol, drugs, or abuse 
(M=0.59; SD=1.06); number of outside mental health therapeutic treatments received for 
problems with emotions, nerves, alcohol, drugs, or abuse (M=0.42; SD=0.84); number of 
lay persons such as family, friends, co-workers, acquaintances ever used for problems 
with substance abuse problems (M=0.45; SD=0.93); and number of self-help groups used 
for mental health assistance (M=0.08; SD=0.31) 
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Table 4.3. Descriptive Statistics for Predictor and Outcome Variables 
Predictor Variables  M SD MIN MAX 
Sociodemographic     
Marital Status 1.83 1.05 1 5
Number of years in role 6.49 8.19 0 40
Gender 1.69 0.46 1 2
Age 53.39 11.22 28 89
Years of school completed 14.41 3.56 1 23
Self rated overall physical and mental health 7.66 1.37 4 10
Relative self rated physical and mental health compared to 
last year 6.66 1.31 4 10
Church Leadership Role 2.30 0.78 1 3
     
Sociocultural     
Frequency experiencing discrimination due to skin color 8.44 2.23 3 15
Number of times unfairly treated due to racial discrimination 1.92 1.72 0 7
Frequency experiencing acts of discrimination 19.25 6.34 0 38
Number of ways you coped with racial discrimination 3.37 1.87 0 8
Closeness with all types of Black people (ses, age, elected 
officials etc.) 29.16 6.46 0 40
     
Religious/Spirituality     
Importance of Religion 23.59 1.53 19 25
Overall Religiosity 1.97 0.91 1 5
Receipt of emotional support from Church members 16.44 2.80 9 27
Private non-organizational religious participation 27.59 3.14 18 34
Religious organizational participation since age 18 - 
attending Church 1.04 0.18 1 2
Frequency of attending religious services 1.98 0.26 1 3
Frequency of attending other activities at Church other than 
regular service 2.29 0.70 1 4
Frequency of seeing, writing or talking to Church members 
via phone 1.71 0.76 1 5
Frequency of Church members helping you 2.67 1.36 1 5
Frequency of you helping other Church members  1.99 0.91 1 5
     
Outcome Variables M SD MIN MAX 
Transmission     
Frequency of Church leader above talking to you about 
outside MHS for congregants 5.19 1.03 2 6
Frequency of you going to Church leader above to talk 
about outside MHS for congregants 5.30 0.95 3 6
Views of congregants use of outside MHS compared to 
Senior Pastor's views 2.69 0.71 1 5
Agreement with Senior Pastor about views of congregants 
use of outside MHS 1.81 0.65 1 3
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Table 4.3. Descriptive Statistics for Predictor and Outcome Variables (Continued) 
Any Use of Services M SD MIN MAX 
Ever received any alternative health services for general 
health and mental health issues  0.43 0.49 0 1
Ever talked to anyone; professionals or lay persons (mhp, 
Minister, family) for problems with sadness, discouragement 
and lack of interest 0.10 0.30 0 1
Helpfulness of any of these professionals at all (Alt.medicine, 
mhp, Minister) for problems with sadness, discouragement 
and lack of interest -0.01 0.23 -1 1
Receipt of any outside professional mental health therapeutic 
treatment at all for sadness, discouragement and lack of 
interest 0.18 0.43 -1 1
Ever talked to anyone; professionals or lay persons (mhp, 
Minister, family ) about problems with emotions, nerves, 
alcohol, drugs or abuse 0.05 0.23 0 1
Helpfulness of any of these professionals (Alt. medicine, mhp, 
Minister etc.) at all for problems with emotions, nerves, 
alcohol, drugs or abuse 0.00 0.16 -1 1
Receipt of any outside professional mental health therapeutic 
treatment at all for problems with emotions, nerves, alcohol, 
drugs or abuse 0.13 0.34 0 1
Ever talked to any lay person (family, friends, co-workers, 
acquaintances etc.) for help with substance abuse problems 0.14 0.38 -1 1
Ever used any self help groups for mental health assistance 0.00 0.21 -1 1
Satisfaction/helpfulness with outside mhp therapeutic 
treatment for sadness, discouragement and lack of interest 3.90 1.73 2 9
Satisfaction/helpfulness of the outside mhp therapeutic 
treatment for problems with emotions, nerves, alcohol, drugs 
or abuse 3.63 1.58 2 9
     
Extent of Services M SD MIN MAX 
Number of any alternative health services used for general 
health or mental health issues 0.90 1.55 0 12
Number of anyone ever talked to; professionals or lay 
persons (mhp, Minister, family) for problems with sadness, 
discouragement and lack of interest 2.73 2.72 0 10
Number of any of these professionals (Alt. medicine, mhp, 
Minister etc.) ever helpful to you for problems with sadness, 
discouragement or lack of interest  0.89 1.14 0 5
Number of outside professional mental health therapeutic 
treatments ever received for sadness, discouragement and 
lack of interest 0.82 1.13 0 4
Number of any people; professionals or lay persons (mhp, 
Minister, family) ever talked to about problems with emotions, 
nerves, alcohol, drugs or abuse  1.76 2.54 0 9
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Table 4.3. Descriptive Statistics for Predictor and Outcome Variables (Continued) 
Number of any of these professionals (Alt. medicine, mhp, 
Minister etc.) ever helpful to you for problems with emotions, 
nerves, alcohol, drugs or abuse 0.59 1.06 0 6
Number of outside professional mental health therapeutic 
treatments ever received for problems with emotions, nerves, 
alcohol, drugs or abuse 0.42 0.84 0 4
Number of lay persons ever talked to (family, friends, co-
workers, acquaintances etc.) for help with substance abuse 
problems 0.45 0.93 0 4
Number of self help groups ever used for mental health 
assistance  0.08 0.31 0 2
 
 
Based upon their leadership role and compared to the Senior Pastor, how similar or 
different are views of church leaders regarding advising their congregants to seek 
professional mental health care services outside the church? 
 A one-way analysis of variance (ANOVA) was calculated for the four 
transmission outcomes/questions as a function of respective leadership role within the 
church to identify significant mean differences, which were then followed up in 
significant analyses using Student-Newman-Keuls statistics (owing to difference in group 
sizes) to determine which groups of church leaders differed significantly from one 
another.  Two-tailed α was set at .05 in all analyses (see Table 4.4).  For all four 
transmission questions, however, items were not reverse coded so that lower numbers 
meant either more often or more favorable views about seeking mental health services 
outside of the church. 
  The ANOVA analysis was significant for three of the four transmission questions, 
by the three different roles of church leader (Associate Pastor/Minister, 
Deacon/Deaconess, and Congregation Caregiver/Deacon Aide).  For the first 
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transmission question (“In terms of advising congregants, how often does the person you 
report to talk to you about seeking mental health care services outside the church?”), 
there was a significant difference by type of church leader (F (2, 106)=7.645, p<.001).  
After doing a post-hoc Student-Newman-Keuls statistics set at .05 on the first 
transmission question to determine which group of church leaders differed significantly 
from one another, the Associate Pastors/Ministers reported on average (M=4.42) that 
their church leader talked to them more often as compared to both the 
Deacons/Deaconess (M=5.23) and the Congregations Caregivers/Deacon Aides (M=5.42) 
about advising congregants to seek outside mental health services. Additionally, the post-
hoc analysis showed that the Deacons/Deaconess were not significantly different from 
the Congregation Caregivers/Deacon Aides on this first transmission question. 
 For the second transmission question (“In terms of advising congregants how 
often do you go to talk to the person you report to about seeking mental health care 
services outside the church?”), there was a significant difference by type of church leader 
(F (2, 104)=9.069, p<.001).  After doing a post-hoc Student-Newman-Keuls statistics set 
at .05 on the second transmission question to determine which group of church leaders 
differed significantly from one another, the Associate Pastors/Ministers reported on 
average (M=4.56) that they more often talked to their church leader about congregants 
seeking outside mental health services as compared to both the Deacons/Deaconess 
(M=5.26) and the Congregations Caregivers/Deacon Aides (M=5.58). Additionally, the 
post-hoc analysis showed that the Deacons/Deaconess were not significantly different 
from the Congregation Caregivers/Deacon Aides on this second transmission question. 
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 For the third transmission question (“Compared to your Senior Pastor, would you 
say your views toward seeking and using mental health care services outside the church 
are (e.g., much more favorable to much less favorable?”), there was no significant 
difference by type of church leader for this third transmission question (F (2, 98)=1.945, 
NS) likely due to the question being unclear and ambiguous to respondents which will 
later be discussed in chapter 5. 
 For the fourth and final transmission question (“In terms of advising congregants, 
how much do you agree with the views of your Senior Pastor about seeking mental health 
care services outside the church?”), there was a significant difference by type of church 
leader (F (2, 98)=3.819, p<.05).  After doing a post-hoc Student-Newman-Keuls statistics 
set at .05 on the fourth transmission question to determine which group of church leaders 
differed significantly from one another, the Associate Pastors/Ministers reported on 
average (M=1.52) that they agreed more with the Senior Pastor about congregants 
seeking outside mental health services as compared to only the Deacons/Deaconess 
(M=2.03).  The Congregations Caregivers/Deacon Aides (M=1.78) were not significantly 
different from both the Associate Pastors/Ministers or from the Deacons/Deaconess.  
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Table 4.4. Oneway Analyses of Variance for Transmission of Views by Church Role 
Differences by Church Role 
Regarding advising congregants, how often does your leader talk about mental health 
services (MHS) outside the church? 
Associate Pastor /  
Associate Minister 
  
Deacon’s 
Aides/CCGs 
 
F(2,106) Deacons/Deaconess
4.42a 5.23b 5.42b 7.645** 
Regarding advising congregants, how often do you talk to your leader about MHS outside 
the church? 
                                                         
                                                                                                                               F(2, 104) 
4.56a 5.26b 5.58b 9.069** 
Compared to the senior pastor how are your views toward seeking and using MHS 
outside the church? 
 
                                                                                                                           F (2, 98) 
2.56 2.83 2.84 1.945 
 
Regarding advising congregants, how much do you agree with the views of your senior 
pastor about seeking MHS outside the church?  
 
                                                                                                                              F(2, 98) 
1.52a 2.03a,b 1.78b 3.819* 
 
Note. Groups with different lettered superscripts are significantly different by Student-
Newman-Keuls test at p < .05. 
* p < .05. ** p < .001. 
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What salient socio-demographic, sociocultural, and spirituality/religiosity variables 
predicted the three types of outcomes: attitudes toward seeking mental health services 
outside the church, any use of services outside the church, and the extent of use of 
services outside the church?  
 Bivariate correlations were first run for the three types of predictors 
(sociodemographic, sociocultural, and religious/spirituality) with each of the three types 
of outcome variables (transmission regarding attitudes toward seeking outside mental 
health services, any use of services outside the church, and the extent of use of services 
outside the Church).  
    Transmission Outcomes 
 For the first correlation table (see Table 4.5), both the first and second 
transmission outcomes revealed that married individuals were more likely to report 
experiencing their leader coming to them (r=-.194, p<.05) and them going to their leaders 
regarding talking about outside mental health services for congregants(r=-.229, p<.05). 
Males more frequently reported their leader coming to them (r=.302, p<.01) and them 
going to their leaders regarding talking about outside mental health services for 
congregants (r=.298, p<.01).  Associate Pastors/Ministers tended to report their leader 
coming to them more often (r=-.345, p<.01) and them going to their leaders more 
frequently regarding talking about outside mental health services (r=-.356, p<.01), and 
more often agreed with the Senior Pastor about seeking and using outside mental health 
services (r=-.210, p<.05).  Finally, the Deacons/Deaconess also tended to agree with the 
Senior Pastor about seeking and using outside mental health services (r=.228, p<.05) 
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 For the second correlation table (see Table 4.6), only two sociocultural predictors 
were related to the third and fourth transmission outcome questions.  First, the more 
frequently church leaders reported experiencing acts of discrimination, the less favorable 
their views were toward seeking and using outside mental health services as compared to 
the Senior pastor (r=.196, p<.05).  The only other sociocultural variable related to the 
transmission outcomes, was closeness with all types of Black people, where the more 
closeness church leaders reported feeling towards all Black people, the more likely they 
agreed with their Senior Pastor about seeking and using outside mental health services 
(r=-.231, p<.05).   
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 For the third correlation table (see Table 4.7), fourteen of the religious/spirituality 
predictors were related to the transmission outcome variables.  The more often they 
received emotional support from church members, the more frequently the leader above 
them talked about outside mental health services for congregants (r=-.303, p<.01). 
Additionally, the more frequently church leaders reported attending church services 
(r=.244, p<.05), including activities at church other than services (r=.261, p<.01), and 
more often they reported church members helping them (r=.279, p<.01) as well as more 
often they helped others at church (r=.315, p<.01), then they reported the church leader 
above them more often came to them to talk about outside mental health services for 
congregants. 
 The more often they received emotional support from church members, then the 
more frequently they talked to their church leader about outside mental health services for 
congregants (r=-.244,p<.05). Additionally, the more frequently they reported attending 
church services (r=.238, p<.05), including activities at church other than services (r=.361, 
p<.01), the more frequently they reported seeing, writing, or talking to church members 
(r=-.188, p<.05), and more often they reported church members helping them (r=.263, 
p<.01) as well as more often they helped others at church (r=.329, p<.01), then church 
leaders more often went to the church leader above them to talk about outside mental 
health services for congregants. 
 Finally, in terms of how church leaders views compared to their Senior Pastor 
regarding seeking and using outside mental health services, the more frequently they 
reported attending activities at the church, other than services (r=-.198, p<.05), and the 
more frequently they reported seeing, writing, or talking to church members (r=-.253, 
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p<.05), and the more frequently they reported helping other church members (r=-.252, 
p<.05), then their views were less favorable about seeking and using outside mental 
health services as compared to the Senior Pastor.
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Any Use of Services Outcomes 
 Three of the sociodemographic variables were related to any use of professionals 
such as alternative health, medicine, mental health, ministers, and lay persons such as 
family and friends for health and mental health problems (see Table 4.8).  Younger 
individuals were more likely to report ever receiving alternative health services (r=-.211, 
p<.05) and to report ever talking to anyone for problems with sadness, discouragement, 
or lack of interest (r=-.318, p<.01).  Additionally, the worse church leaders’ self rated 
overall physical and mental health, the more likely they reported ever talking to any 
family, friends, co-worker, acquaintance for problems with substance abuse (r=-.219, 
p<.05). 
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 Seven of the sociocultural variables were related to any use of services from 
anyone, including professionals such as alternative health, medicine, mental health, 
ministers or any lay persons such as family and friends for health and mental health 
problems (see Table 4.9).  The closer church leaders reported feeling towards Black 
people, the more likely they ever received any alternative health services for general 
problems with health or mental health (r=.237, p<.05).  The more often they reported 
coping with racial discrimination, then the more church leaders tended to ever talk to 
anyone for problems with sadness, discouragement or lack of interest (r=.250, p<.01).  
The more they reported being treated unfairly due to racial discrimination, the more often 
they ever talked to anyone for problems with emotions, nerves, alcohol, drugs, or abuse 
(r=.226, p<.05) and the more often they reported ever talking to any friend, family, co-
worker, acquaintance for problems with substance abuse (r=.228, p<.05). 
 Additionally, the more frequently they reported acts of discrimination, the more 
often church leaders tended to ever talk to anyone for problems with emotions, nerves, 
alcohol, drugs, or abuse (r=.313, p<.01) and the more often they reported ever talking to 
any friend, family, co-worker, acquaintance for problems with substance abuse (r=.252, 
p<.01).  Finally, the more reported ways used to cope with racial discrimination, the 
likelihood church leaders ever talked to any family, friend, co-worker or acquaintance for 
problems with substance abuse (r=.303, p<.01) or talked to anyone (lay person or 
professional) for sadness, discouragement or lack of interest (r=.250, p<.01).  
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 Five of the religious/spirituality variables were related to any use of services from 
anyone, including professionals such as alternative health, medicine, mental health, 
ministers, and lay persons such as family, friends for health and mental health problems 
(See Table 4.10).  Those who reported religious organizational participation since the age 
of 18, were more likely to report ever receiving any alternative health services for general 
problems with health or mental health (r=.218, p<.05).  Those church leaders who more 
frequently reported seeking, writing or talking to church members, were less likely to 
report ever receiving any alternative health services (r=.213, p<.05).   
 The more important church leaders reported their religion, then they were less 
likely to ever talk to anyone (including mental health professionals, minister, family, 
friends) about problems for sadness, discouragement, or lack of interest (r=-.293, p<.01).  
The more frequently they reported helping others at church, then they were less likely to 
ever talk to anyone about problems with sadness, discouragement, or lack of interest 
(r=.186, p<.05).  The more often they reported other church members helping them, then 
they were more likely to ever talk to anyone about problems with sadness (r=-.202, 
p<.05). 
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 Six of the sociodemographic variables were related to any use of self-help groups, 
number of self-help groups, any helpfulness of professionals for sadness, discouragement 
and lack of interest as well as helpfulness of professionals with problems with emotions, 
nerves, alcohol, drugs, or abuse (see Table 4.11).  Those who reported better self-rated 
physical and mental health compared to last year, tended to report no use of self-help 
groups (r=-.199, p<.05), and a lower number of self-help groups (r=-.229, p<.05).  
Additionally, those who reported better overall self-rated physical and mental health, 
tended to use less self-help groups for mental health problems (r=-.199, p<.05).  Finally, 
those who reported completing more years of school (r=.207, p<.05) and were Associate 
Pastors/Ministers (r=.244, p<.01) tended to report the helpfulness of any of these 
professionals for problems with sadness, discouragement or lack of interest.  In contrast, 
Deacons/Deaconess tended to report the lack of helpfulness of any professionals for 
problems with sadness, discouragement or lack of interest (r=-.230, p<.01).  
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Six of the sociocultural variables were related to using any self-help groups, 
number of self-help groups, the helpfulness of any professionals for with problems of 
sadness, discouragement, or lack of interest and the helpfulness of any professionals for 
problems with emotions, nerves, alcohol, drugs or abuse (see Table 4.12).  Those who 
reported more times being treated unfairly due to racial discrimination, tended to report 
the use of any self-help groups (r=.184, p<.05).  Those who reported more times being 
treated unfairly due to racial discrimination (r=.210, p<.05) and those who reported more 
ways of coping with racial discrimination (r=.199, p<.05) tended to report the helpfulness 
of any professionals for problems of sadness, discouragement or lack of interest.  Finally, 
those who reported more times being treated unfairly due to racial discrimination 
(r=.364, p<.01) and those who tended to report more frequency in acts of discrimination 
(r=.275, p<.01), as well those who tended to report more ways of coping with racial 
discrimination (r=.215, p<.05) tended to report the helpfulness of any professional for 
problems with emotions, nerves, alcohol, drugs, or abuse. 
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 Two of the religious/spirituality variables were related to any use of self-help 
groups, number of self-help groups, the helpfulness of any professionals for problems 
with sadness, discouragement or lack of interest, and the helpfulness of any professionals 
for problems with emotions, nerves, alcohol, and abuse (see Table 4.13). Only the 
frequency of church members helping respondents was related to both the helpfulness of 
professionals for problems with sadness, discouragement and lack of interest and the 
helpfulness of any professionals for problems with emotions, nerves, alcohol, drugs or 
abuse. Those who less frequently had church members helping them, more often reported 
helpfulness of any of the professionals for help with sadness, discouragement or lack of 
interest (r=-.194, r<.05) and the helpfulness any professionals for problems with 
emotions, nerves, alcohol, drugs, or abuse (r=-.199, p<.05). 
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 Two of the sociodemographic variables were related to the receipt of any 
professional mental health therapeutic treatment and the satisfaction/helpfulness from a 
mental health professional outside of the church for treatment of mental health problems 
(see Table 4.14). Those who reported lower self-rated overall physical and mental health, 
tended to report the receipt of outside professional mental health treatment by a mental 
health professional for sadness, discouragement, or lack of interest (r=-.229, p<.05).  
Associate Pastors/Ministers tended to report being more satisfied with mental health 
professional’s therapeutic treatment outside the church for sadness, discouragement, or 
lack interest (r=-.372, p<.05).   
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 Six of the sociocultural variables were related to the receipt of any type of mental 
health therapy treatment by a mental health professional and the satisfaction/helpfulness 
from a mental health professional outside the church for treatment of mental health 
problems (see Table 4.15).  The more times treated unfairly due to racial discrimination 
(r=.204, p<.05), the more frequently experiencing acts of discrimination (r=.207, p<.04), 
and the more ways used to cope with racial discrimination (r=.237, p<.05), the more 
likely church leaders reported receiving any outside mental health professional 
therapeutic treatment by a professional for sadness, discouragement, or lack of interest.  
The more times treated unfairly due to racial discrimination (r=.214, p<.05) and the more 
frequently experiencing acts of discrimination (r=.199, r<.05), then church leaders were 
more likely to receive any outside mental health therapeutic treatment by a professional 
for emotions, nerves, alcohol, drugs, or abuse.  Finally, the more close respondents felt 
with all Black people, the more satisfied church leaders were with mental health 
professional’s treatment outside the church for problems with emotions, nerves, alcohol, 
drugs, or abuse. 
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 Four of the religious/spirituality variables were related to the receipt of any 
outside mental health therapeutic treatment by a mental health professional and the 
satisfaction from a mental health professional outside the church for treatment of mental 
health problems (See Table 4.16).  The more frequently respondents reported attending 
religious services, the more likely they did not receive any treatment from a professional 
for emotions, nerves, alcohol, drugs, or abuse (r=-.190, p<.05).  The more religious 
respondents reported they were then, the more likely they reported being less satisfied 
with mental health professional treatment outside the church for sadness, 
discouragement or lack of interest (r=.379, p<.05) and the less satisfied with mental 
health professional treatment outside the church for emotions, nerves, alcohol, drugs, or 
abuse (r=.496, p<.01). 
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Extent of Use of Services Outcomes 
 Four of the sociodemographic variables were related to the number of alternative 
health, alternative medicine, professional mental health, family, friends, and minister 
services used for heath or mental health problems (see Table 4.17).  The younger the 
church leader, the more likely they reported using more alternative health services for 
general health or mental health problems (r=-.271, p<.05).   Female church leaders 
tended to report using more mental health professionals, alternative medicine, family, 
minister services for problems with sadness, discouragement or lack of interest (r=.244, 
p<.01).  Those respondents who were less years in role (r=-.213, p<.05) and those who 
reported lower overall physical and mental health (r=-.195, p<.05) tended to use more 
mental health, alternative medicine, family, minister services for problems with emotions, 
nerves, alcohol, drugs, or abuse.      
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 Seven of the sociocultural variables were related to the number of any 
professional or lay services such as alternative health, alternative medicine, professional 
mental health, family, friends, ministers used for heath or mental health problems (see 
Table 4.18).  Those respondents who reported using more ways of coping with racial 
discrimination tended to use more alternative health services for general health or 
mental health problems (r=.225, p<.05) and tended to use more mental health 
professionals, alternative medicine, family, and minister services for problems with 
sadness, discouragement or lack of interest (r=.206, p<.05).  Those respondents who 
reported more times being treated unfairly due to racial discrimination (r=.289, p<.01) 
and who reported more frequent acts of discrimination (r=.313, p<.01) tended to report 
using a higher number of professionals, alternative medicine, family, and minister 
services for help with problems with emotions, nerves, alcohol, drugs, or abuse. Finally, 
those respondents who reported more times being treated unfairly due to racial 
discrimination (r=.226, p<.05), more frequently experiencing acts of discrimination 
(r=.226, p<.05), and used more ways to cope with racial discrimination (r=.285, p<.01) 
tended to use more friends, family, co-workers or acquaintances for problems with 
substance abuse. 
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 Four of the religious/spirituality variables were related to the number any 
professional or lay services such as alternative health, alternative medicine, professional 
mental health, family, friends, or ministers used for heath or mental health problems (See 
Table 4.19).  Those respondents who reported more emotional support from church 
members (r=-.200, p<.05) tended to use less alternative health services for general health 
or mental health problems and those who reported participation in religious organizations 
since the age of 18 (r=.446, p<.01) tended to report more use of alterative health services. 
Finally, those who reported receiving more emotional support from church members, 
tended to use more family, friends, co-workers or acquaintances for problems with 
substance abuse (r=.237, p<.05). Those respondents who reported church members more 
frequently helping them, also reported a lower number of times using family, friends, co-
workers or acquaintances for problems with substance abuse (r=-.251, p<.01).  
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 Only one of the sociodemographic variables was related to the number of outside 
mental health therapeutic treatments received from mental health professionals and the 
helpfulness received from any professionals for mental health problems (see Table 4.20). 
The better respondents self-rated physical and mental health, the fewer number outside 
mental health therapy treatments received from mental health professionals for sadness, 
discouragement or lack of interest (r=-.196, p<.05).    
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  Six of the sociocultural variables were related to the number of outside mental 
health therapeutic treatments received from mental health professionals and the number 
of any professionals helpful for mental health problems (see Table 4.21).  The more times 
unfairly treated due to racial discrimination (r=.265, p<.01), the higher frequency of 
experiencing acts of discrimination (r=.248, p<.01), and more ways used to cope with 
racial discrimination (r=.262, p<.01), then the higher number of any professionals helpful 
to respondents for problems with sadness, discouragement or lack of interest. The more 
times unfairly treated due to racial discrimination (r=.363, p<.01), the higher frequency 
of experiencing acts of discrimination (r=.276, p<.01), and more ways used to cope with 
racial discrimination (r=.212, p<.05), then the higher number of any professionals were 
reported for helpfulness to respondents for problems with emotions, nerves, alcohol, 
drugs, or abuse. 
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 None of the religious/spirituality variables were related to the number of outside 
mental health therapeutic treatments received from mental health professionals and the 
helpfulness received from any professionals for mental health problems (See Table 4.22).   
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Regression Analyses 
 Three types regression analyses (Ordinary Least Squares, Logistic, and Poisson) 
were run to examine the association between the three types outcomes (attitudes toward 
seeking mental health services outside the church, any use of services outside the church, 
and the extent of use of services outside the church) and the sociodemographic, 
sociocultural, and religion/spirituality predictors. Ordinary Least Squares Regression 
models were run for all Likert-scale outcomes (for example, the four transmission 
questions), Logistic Regression Models were run for all dichotomous outcome variables 
(for example, yes or no to receiving any outside services) and finally, Poisson Regression 
Models were run for all outcome variables that counted the number of services. Below 
according to the type of regression analysis, results are described.  
Summary of Step-wise Regression Models 
 Only one sociodemographic variable predicted frequency with which the church 
leader above the respondent talked about mental health issues and seeking outside 
services in terms of advising congregants (see Table 4.23).  Specifically, those church 
leaders who had more years in their role, reported that this happened more frequently (b = 
-0.793, p = .001) than other members of the church leadership.  No sociocultural 
variables predicted frequency with which the leader above the respondent talked with 
them about mental health issues.  In terms of religious/spirituality predictors, individuals 
reporting that they more frequently attended religious services (b=0.628, p=.10), more 
frequently attended activities at church other than regular service (b=0.284, p=.01), and 
received more emotional support from church members (b = -0.116, p =.001) reported 
  
 
                                                                                
  
171
 
that the leader above them talked to them more frequently about advising congregants to 
seek mental health care services outside the church. 
 
Table 4.23. Summary of Results from Three Ordinary Least Squares Regression Models 
Predicting Frequency of Church Leader Above Talking to You About Outside MHS for 
Congregants    
Predictor B 95% CI 
Sociodemographic   
Number of years in role -0.793*** -1.373- -0.212 
Sociocultural   
Religious/Spirituality   
Frequency of attending 
religious services 
0.628† -0.878-1.345 
Receipt of emotional support 
from Church members   
-0.116*** -0.182- -0.501 
Frequency of attending other 
activities at Church other 
than regular service  
0.284** 0.005-0.564 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 Two of the sociodemographic variables predicted frequency with which the 
respondent went to the leader above him/her to talk about mental health issues and 
seeking outside services in terms of advising congregants (see Table 4.24).  Specifically, 
those church leaders who had more years in their role, reported that this happened more 
frequently (b = -0.690, p = .05) than other members of the church leadership.  
Additionally, those who were married tended to more frequently go to the leader above 
him/her to talk about advising congregants regarding the seeking and using of outside 
mental health services (b=-.450, p=.10) but at a relatively low significance.  No 
sociocultural variables predicted the frequency with which the respondent talked to the 
leader above him/her about mental health issues.  In terms of religious/spirituality 
predictors, individuals reporting that they more frequently attended activities at church 
other than regular service (b=0.471, p=.001), and received more emotional support from 
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church members (b = -0.084, p =.01) reported that they went to the leader above them 
more frequently to talk about advising congregants to seek mental health care services  
outside the church. 
 
 
Table 4.24. Summary of Results from Three Ordinary Least Squares Regression Models 
Predicting Frequency of You as Church Leader Talking to Your Leader above About 
Outside MHS for Congregants  
Predictor B 95% CI 
Sociodemographic   
Number of years in role -0.690* -1.244- -0.136 
Marital Status -.450† -0.910-0.012 
Sociocultural   
Religious/Spirituality   
Frequency of attending other 
activities at Church other 
than regular service 
0.471*** 0.231-0.711 
Receipt of emotional support 
from people at Church 
-0.084** -0.145- -0.023 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 Only one of the sociodemographic variables predicted how favorable the church 
leader’s views were as compared to the Senior Pastor regarding seeking and using mental 
health care services outside the church (see Table 4.25).  Specifically, those church 
leaders who reported better self-rated physical and mental health, reported less favorable 
views compared to the Senior Pastor, (b = 0.114, p = .10) than other members of the 
church leadership, although this was at a relatively low significance level.  One 
sociocultural variable predicted views of respondents as compared to the Senior Pastor 
about congregant’s use of outside mental health services. Specifically, those who reported 
more frequent acts of discrimination reported less favorable views of seeking outside 
mental health care services in comparison to the Senior Pastor (b=0.022, p=.05). In 
terms of religious/spirituality variables, individuals reporting that they more frequently 
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see, write, or talk to church members (b=-0.180, p=.10), and more frequently helped 
other church members (b = -0.136, p =.10) reported similar and more favorable views in 
comparison to the Senior Pastor regarding advising congregants to seek mental health 
care services outside the church, although at relatively low significance levels. 
 
Table 4.25. Summary of Results from Three Ordinary Least Squares Regression Models 
Predicting Views of Congregants’ Use of Outside MHS Compared to Senior Pastor’s 
Views 
Predictor B 95% CI 
Sociodemographic   
Self rated overall physical 
and mental health 
0.114† -0.009-0.237 
Sociocultural   
Frequency experiencing acts 
of discrimination 
0.022* 0.000-0.045 
Religious/Spiritual   
Frequency of seeing, writing 
or talking to Church 
members via telephone 
-0.180† -0.378-0.019 
Frequency of you helping 
other Church members  
-0.136† -0.300-0.028 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 Four of the sociodemographic variables predicted the agreement of the church 
leader with the Senior Pastor regarding congregants’ use of outside mental health services 
(see Table 4.26).  Specifically, those church leaders who were female (b=-0.285, p=.05), 
had more years in their role (b=-0.446, p=.05), more years of school competed (b=0.062, 
p=.05), and who were older (b=0.012, p=.10) reported more agreement with the Senior 
Pastor about congregants’ use of outside mental health services than other members of 
the church leadership.  One sociocultural variable predicted the agreement with the 
Senior Pastor, specifically those who reported feeling more close to all Black people 
tended to agree with the Senior Pastor more (b=-0.025, p=.05).  No religious/spirituality 
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variables predicted agreement with Senior Pastor about views of congregants’ use of 
outside mental health services. 
 
Table 4.26. Summary of Results from Three Ordinary Least Squares Regression Models 
Predicting Agreement with Senior Pastor About Views of Congregant’s Use of Outside 
MHS 
Predictor B 95% CI 
Sociodemographic   
Gender -0.285* -0.513- -0.058 
Number of years in role -0.446* -0.824- -0.068 
Years of school completed  0.062*  0.014-0.109 
Age  0.012† -0.003-0.026 
Sociocultural   
Closeness with all types of 
Black people (ses, age, 
elected officials etc.) 
-0.025* -0.045- -0.004 
Religious/Spiritual   
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 Two of the sociodemographic variables predicted satisfaction/helpfulness with 
mental health professionals for outside mental health therapeutic treatment of sadness, 
discouragement, and lack of interest (see Table 4.27).  Specifically, those church leaders 
who were Associate Pastors/Ministers (b=-1.218, p=.10), were older in age (b=-0.434, 
p=.10), reported more satisfaction/helpfulness with mental health professionals for 
outside mental health therapeutic treatment, although at a relatively low significance.  
None of the sociocultural variables predicted satisfaction/helpfulness with mental health 
professionals for outside mental health therapeutic treatment of sadness, discouragement 
or lack of interest.  Three of the religious spirituality variables predicted 
satisfaction/helpfulness with mental health professionals for mental health therapeutic 
treatment of sadness, in particular, those who reported being less religious (b=0.623, 
p=.10), those church leaders who reported less frequently attending activities at church 
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other than regular services (b=1.19, p=.05), and those who reported more frequently 
attending religious services (b=-1.847, p=.10) reported less satisfaction/helpfulness with 
mental health therapeutic treatment from mental health professionals for sadness, 
discouragement, and lack of interest, although both the overall religious and frequency of 
attending religious services was significant at a relatively low level of .10.  
 
Table 4.27. Summary of Results from Three Ordinary Least Squares Regression Models 
Predicting Satisfaction and Helpfulness with Outside MHP Treatment for Problems with 
Sadness, Discouragement and Lack of Interest   
Predictor B 95% CI 
Sociodemographic   
Role -1.218† -2.579-0.142 
Age -0.434† -0.944-0.008 
Sociocultural   
Religious/Spirituality   
Overall Religiosity  0.623† -0.023-1.268 
Frequency of attending other 
activities at Church other 
than regular service 
 1.19*  0.276-2.11 
Frequency of attending 
religious services 
-1.847† -4.166-0.472 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 None of the sociodemographic variables predicted satisfaction and helpfulness of 
outside mental health professionals for mental health therapy treatment of problems with 
emotions, nerves, alcohol, drugs, or abuse (see Table 4.28).  One of the sociocultural 
variables predicted satisfaction and helpfulness, in particular, those church leaders who 
felt closer to Black people (b=-0.132, p=.001) reported more satisfaction and helpfulness 
of the outside mental health professional for problems with emotions, nerves, alcohol, 
drugs, or abuse.  One of the religious spirituality variables predicted satisfaction and 
helpfulness, in particular, those church leaders who reported participation in religious 
organizations since the age of 18  (b=2.721, p=.05), reported more dissatisfaction and 
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less helpfulness of outside mental health professionals with problems with emotions, 
nerves, alcohol, drugs, or abuse.      
 
Table 4.28. Summary of Results from Three Ordinary Least Squares Regression Models 
Predicting Satisfaction and Helpfulness of the Outside Mental Health Professional 
Treatment for Problems with Emotions, Nerves, Alcohol, Drugs or Abuse   
Predictor B 95% CI 
Sociodemographic   
Sociocultural   
Closeness with all types of 
Black people (ses, age, 
elected officials etc.) 
-0.132*** -0.189- -0.074 
Religious/Spirituality   
Religious organizational 
participation since age 18 – 
attending Church 
 2.721**  1.031-4.410 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
Summary of Step-wise Logistic Regression Models 
 Older members of the church leadership were somewhat less likely  
(b = -0.008, p = .10) to report using at least one alternative service for general and mental 
health issues and which was the only sociodemographic predictor (see Table 4.29).  Only 
one of the sociocultural variables predicted using at least one alternative service. 
Specifically, those church leaders who reported feeling closer to all Black people, 
reported using at least one alternative health service (b=0.015, p=.05).  Several religious 
variables predicted using at least one alternative service.  Specifically, individuals who 
reported religious organizational participation since the age of 18 (b = 0.599, p = .05), 
more frequently attending religious services (b = -0.392, p = .05), less frequently seeing, 
writing or talking to church members (b = 0.129, p = .05),  less frequently helping out 
other church members (b = 0.148, p = .05), and more frequently being helped by other 
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members of the church (b=-0.069, p=.10) were all more likely to use at least one 
alternative service. 
     
Table 4.29. Summary of Results from Three Logistic Regression Models Predicting  
Any Use of Alternative Health Services for General Health and Mental Health Issues 
Predictor B 95% CI 
Sociodemographic   
Age -0.008† -0.018-0.001 
Sociocultural   
Closeness with all types of 
Black people (ses, age, 
elected officials etc.) 
0.015* 0.001-0.029 
Religious/Spiritual   
Religious organizational 
participation since age 18 – 
attending Church 
0.599* 0.142-1.057 
Frequency of seeing, writing 
or talking to Church 
members via telephone 
0.129* 0.004-0.253 
Frequency of attending 
religious services 
-0.392* -0.729- -0.054 
Frequency of you helping 
other Church members 
0.148* 0.019-0.276 
Frequency of other Church 
members helping you  
-0.069† -0.154-0.016 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 
 Older members of the church leadership (b = -0.013, p = .001) and Associate 
Pastors/Ministers (b=-0.197, p=.10) were less likely to report using at least one service 
from anyone including professionals such as alternative medicine, mental health 
professionals, Ministers and lay persons such as family and friends for sadness, 
discouragement, or lack of interest predictor (see Table 4.30).  Those church leaders with 
worse self-rated overall physical and mental health used at least one service for sadness, 
discouragement or lack of interest (b=-0.870, p=.05). Only one of the sociocultural 
variables predicted using at least one service for sadness, discouragement or lack of 
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interest. Specifically,   The church leaders who reported more ways of coping with racial 
discrimination used at least one service for sadness (b=0.062, p=.01).  Several religious 
variables predicted using at least one service for sadness, discouragement, and lack of 
interest.  Specifically, individuals who reported religion being more important to them 
(b=-0.104, p=.001), helping out other church members more often (b = 0.198, p = .001), 
less frequently receiving help from other church members (b=-0.081, p=.05), less 
frequently seeing, writing or talking to church members (b = 0.122, p = .05), were all less 
likely to use at least one service or talk to anyone including professionals or lay persons 
for sadness, discouragement, and lack of interest. 
 
Table 4.30. Summary of Results from Three Logistic Regression Models Predicting  
Any Use of Services from Anyone Including Professionals (Alternative Medicine, MHP 
and Ministers etc.) and Lay Persons (Family, Friends etc.) Talked to for Sadness, 
Discouragement or Lack of Interest  
Predictor B 95% CI 
Sociodemographic   
Age -0.013*** -0.022- -0.004 
Self rated overall physical 
and mental health 
-0.870* -0.170- -0.004 
New role -0.197† -0.411-0.018 
Sociocultural   
Number of ways you coped 
with racial discrimination 
0.062** 0.017-0.108 
Religious/Spiritual   
Importance of Religion -0.104*** -0.159- -0.050 
Frequency of you helping 
other Church members 
 0.198*** 0.081-0.316 
Frequency of Church 
members helping you 
-0.081* -0.158- -0.004 
Frequency of seeing, writing 
or talking to Church 
members via telephone 
-0.122* -0.239- -0.005 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
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 Associate Pastors/Ministers (b=-0.300, p=.01) and those who completed more 
years of school (b=0.032, p=.05) were more likely to report the helpfulness of at least one 
service from professionals, alternative medicine, and ministers for sadness, 
discouragement, or lack of interest predictor (see Table 4.31).  Two of the sociocultural 
variables, those church leaders who reported more times being treated unfairly due to 
racial discrimination (b=0.051, p=.10) and those who reported more ways of coping with 
racial discrimination (b=0.043, p=.10) somewhat predicted the helpfulness of using at 
least one of these services, although at a low significance level of .10.  Only one religious 
variable predicted the helpfulness of using at least one of these services for sadness, 
discouragement, and lack of interest. Specifically, those church leaders who reported 
more frequently attending religious services (b=-0.367, p=.05) were more likely to report 
the helpfulness of at least one of these services for sadness, discouragement, or lack of 
interest. 
 
Table 4.31. Summary of Results from Three Logistic Regression Models Predicting  
The Helpfulness of Services from Any of These Professionals Including (Alternative 
Medicine, MHP, Ministers etc.) at all for Problems with sadness, Discouragement or 
Lack of Interest  
Predictor B 95% CI 
Sociodemographic   
New Role -0.300** -0.523—0.077 
Years of school completed  0.032*  0.004-0.060 
Sociocultural   
Number of times unfairly 
treated due to racial 
discrimination 
0.051† -0.003-0.105 
cope 0.043† -0.007-0.093 
Religious/Spiritual   
Frequency attending 
religious services 
-0.367* -0.714—0.021 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
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 No sociodemographic variables predicted the receipt of any kind of outside 
mental health therapeutic treatment for sadness, discouragement, or lack of interest (see 
Table 4.32).  Two of the sociocultural variables, those church leaders who reported more 
times being treated unfairly due to racial discrimination (b=0.046, p=.10) and those who 
reported more ways of coping with racial discrimination (b=0.054, p=.05) predicted the 
receipt of at least one kind of outside professional mental health treatment for sadness, 
discouragement, or lack of interest.  No religious variable predicted the receipt of any 
kind of treatment for sadness, discouragement, and lack of interest. 
 
Table 4.32. Summary of Results from Three Logistic Regression Models Predicting The 
Receipt of Any Professional Mental Health Therapeutic Treatment From an Outside 
MHP for Mental Health Problems with Sadness, Discouragement and Lack of Interest  
Predictor B 95% CI 
Sociodemographic   
Sociocultural   
Number of ways you coped 
with racial discrimination 
0.054* 0.004-0.103 
Number of times unfairly 
treated due to racial 
discrimination 
0.046† -0.007-0.100 
Religious/Spiritual   
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 Those church leaders with more negative self-rated overall physical and mental 
health (b=-0.109, p=.05) and those who were somewhat younger (b=-0.009, p=.10) were 
more likely to report talking to anyone for problems with emotions, nerves, alcohol, 
drugs or abuse (including professionals, family, friends, Minister) (see Table 4.33).  Two 
of the sociocultural variables, those church leaders who reported more times being treated 
unfairly due to racial discrimination (b=0.044, p=.10) and those who reported more 
frequently experiencing acts of discrimination (b=0.022, p=.01) predicted talking to 
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anyone about problems with emotions, nerves, alcohol, drugs or abuse.  Only one 
religious variable predicted talking to anyone about these types of problems. Specifically, 
those church leaders who reported church members more frequently helping them  
(b=-0.068, p=.10) are somewhat more likely to report talking to anyone about problems 
with emotions, nerves, alcohol, drugs, or abuse. 
     
Table 4.33. Summary of Results from Three Logistic Regression Models Predicting  
Talking to Anyone; Professional (MHP, Minister, Family etc.) or Lay Person (Family, 
Friends etc.) about Problems with Emotions, Nerves, Alcohol, Drugs or Abuse 
Predictor B 95% CI 
Sociodemographic   
Self rated overall physical 
and mental health 
-0.109* -0.197- -0.021 
Age -0.009† -0.018-0.000 
Sociocultural   
Frequency experiencing acts 
of discrimination 
0.022** 0.007-0.036 
Number of times unfairly 
treated due to racial 
discrimination 
0.044† -0.009-0.098 
Religious   
Frequency of Church 
members helping you 
-0.068† -0.141-0.004 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 No demographic variables predicted the helpfulness of any professionals 
including alternative medicine, mental health professionals, ministers for problems with 
emotions, nerves, alcohol, drugs or abuse (see Table 4.34).  Three of the sociocultural 
variables, those church leaders who reported more times being treated unfairly due to 
racial discrimination (b=0.081, p=.001), those who reported more frequently 
experiencing acts of discrimination (b=0.018, p=.05), and who more frequently 
experienced discrimination due to skin color (b=-0.032, p=.10) somewhat predicted the 
helpfulness of any professionals at all for help for problems with emotions, nerves, 
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alcohol, drugs or abuse.  Finally, those church leaders who reported church members 
more frequently helping them (b=-0.066, p=.10) are somewhat more likely to report the 
helpfulness of any professionals at all for problems with emotions, nerves, alcohol, drugs, 
or abuse. 
     
Table 4.34. Summary of Results from Three Logistic Regression Models Predicting  
the Helpfulness of Services from Any of These Professionals Including, (Alternative 
Medicine, MHP, Ministers etc.) at all for Problems With Emotions, Nerves, Alcohol, 
Drugs or Abuse  
Predictor B 95% CI 
Sociodemographic   
Sociocultural   
Number of times unfairly 
treated due to racial 
discrimination 
0.081*** 0.032-0.129 
Frequency experiencing acts 
of discrimination 
0.018* 0.004-0.032 
Frequency experiencing 
discrimination due to skin 
color 
-0.032† -0.069-0.006 
Religious   
Frequency of Church 
members helping you 
-0.066† -0.134-0.002 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 No demographic variables predicted the receipt of any outside mental health 
therapeutic treatment at all for problems with emotions, nerves, alcohol, drugs or abuse 
(see Table 4.35). One of the sociocultural variables, those church leaders who reported 
more times being treated unfairly due to racial discrimination (b=0.055, p=.05), predicted 
the receipt of any mental health therapeutic treatment outside the church for problems 
with emotions, nerves, alcohol, drugs, or abuse.  Finally, those church leaders who 
reported less frequently attending church services (b=-0.307, p=.10) are somewhat more 
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likely to report the receipt of any outside mental health therapeutic treatment at all for 
problems with emotions, nerves, alcohol, drugs or abuse. 
 
Table 4.35. Summary of Results from Three Logistic Regression Models Predicting  
The Receipt of Any Professional Mental Health Therapeutic Treatment From an Outside 
MHP for Problems with Emotions, Nerves, Alcohol, Drugs or Abuse 
Predictor B 95% CI 
Sociodemographic   
Sociocultural   
Number of times unfairly 
treated due to racial 
discrimination 
0.055* 0.008-0.102 
Religious/Spiritual   
Frequency of attending 
Church services 
-0.307† -0.619-0.006 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 No demographic variables predicted the use of any family, friends, co-workers, 
acquaintances for help with substance abuse problems (see Table 4.36). Two of the 
sociocultural variables, those church leaders who reported more times being treated 
unfairly due to racial discrimination (b=0.043, p=.10), those who reported more ways of 
coping with racial discrimination (b=0.062, p=.01) predicted the use of any family, 
friends, co-workers, acquaintances for help with substance abuse.  Finally, those church 
leaders who reported less frequently having church members help them (b=-0.054, p=.10) 
were somewhat more likely to report the use of any family, friends, co-workers, 
acquaintances for help with substance abuse. 
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Table 4.36. Summary of Results from Three Logistic Regression Models Predicting  
The Use of Any Lay Persons Including, (Family, Friends, Co-workers, Acquaintances) 
for Problems with Substance Abuse   
Predictor B 95% CI 
Sociodemographic   
Sociocultural   
Number of ways you coped 
with racial discrimination 
0.062** 0.019-0.104 
Number of times unfairly 
treated due to racial 
discrimination 
0.043† -0.003-0.089 
Religious/Spiritual   
Frequency of Church 
members helping you 
-0.054† -0.118-0.009 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 
 One demographic variable predicted the use of any self-help groups for mental 
health assistance (see Table 4.37). Those church leaders who were younger (b=-.004, 
p=.10) were somewhat more likely to use a self-help group. One of the sociocultural 
variables, those church leaders who reported more times being treated unfairly due to 
racial discrimination (b=0.029, p=.10) somewhat predicted the use of any self-help 
groups.  Finally, no religious variables predicted the use of any self-help groups. 
 
Table 4.37. Summary of Results from Three Logistic Regression Models Predicting  
Any Use of Self-Help Groups for Mental Health Assistance   
Predictor B 95% CI 
Sociodemographic   
Age -0.004† -0.009-0.000 
Sociocultural   
Number of times unfairly 
treated due to racial 
discrimination 
0.029† -0.000-0.058 
Religious/Spiritual   
† p < .10. * p < .05. ** p < .01. *** p < .001. 
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Summary of Step-wise Poisson Regression Models 
 Older members of the church leadership (b = -0.056, p = .001) and individuals 
with more formal education (b = -0.140, p = .01) were likely to use fewer alternative 
health services for general health and mental health issues (see Table 4.38).  Two 
sociocultural predictors were significant.  Individuals reporting more ways of coping with 
racial discrimination were likely to use more alternative services (b = 0.186, p = .05) and 
those church leaders who felt closer to Black people (b=0.053, p=.05) were more likely to 
use more alternative health services.  In terms of religious predictors, individuals who 
had religious participation since the age of 18 (b = 3.803, p = .001) and church leaders 
who received less emotional support from church members (b = -0.131, p = .01) were 
likely to report using more alternative health services. 
 
Table 4.38. Summary of Results from Three Step-Wise Poisson Regression Models 
Predicting Number of Alternative Health Services Used for General Health and Mental 
Health Issues  
Predictor B 95% CI 
Sociodemographic   
Age -0.056*** -0.089 - -0.023 
Years of school completed -0.140** -0.243 - -0.038 
Sociocultural   
Number of ways you coped 
with racial discrimination 
0.186* 0.034 – 0.339 
Closeness with all types of 
Black people (ses, age, 
elected officials etc.) 
0.053* 0.010 – 0.095 
Religious/Spiritual   
Religious organizational 
participation since age 18 – 
attending Church 
3.803*** 2.419 – 5.188 
Receipt of emotional support 
from Church members  
-0.131** -0.227 - -0.035 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
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 Younger church leaders (b=-0.057, p=.05) and those who rated their overall 
physical and mental health as poorer (b=-0.608, p=.01) predicted using more 
professionals including alternative medicine, psychiatrists, psychologist, couple and 
family therapist, and ministers for sadness, discouragement and lack of interest (see Table 
4.39).  One sociocultural predictor was significant.  Individuals reporting more ways of 
coping with racial discrimination were likely to use more services (b = 0.299, p = .05). 
No religious variables predicted the number of professionals used including alternative 
medicine, psychiatrist, psychologist, couple and family therapist, and Ministers for 
sadness, discouragement, and lack of interest. 
 
Table 4.39. Summary of Results from Three Step-Wise Poisson Regression Models 
Predicting  Number of Professionals Including (Alternative Medicine, MHP, Ministers 
etc.) and Lay Persons (Family, Friends etc.) Talked to for Sadness, Discouragement and 
Lack of Interest  
Predictor B 95% CI 
Sociodemographic   
Self rated overall physical 
and mental health 
-0.608** -1.066- -0.151 
Age -0.057* -0.1-6- -0.007 
Sociocultural   
Number of ways you coped 
with racial discrimination 
0.299* 0.031-0.567 
Religious/Spiritual   
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 No sociodemographic variables predicted the number of professionals helpful to 
church leaders for sadness, discouragement, and lack of interest (see Table 4.40).  Two 
sociocultural predictors were significant.  Individuals reporting more times treated 
unfairly due to racial discrimination (b=0.145, p=.05) and more ways of coping with 
racial discrimination (b=0.131, p=.05) were likely to report more professionals being 
helpful to them for sadness, discouragement, and lack of interest. No religious variables 
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predicted the number of professionals helpful to church leaders for sadness, 
discouragement and lack of interest. 
 
Table 4.40. Summary of Results from Three Step-Wise Poisson Regression Models 
Predicting Number of Any Professionals Including (Alternative Medicine, MHP, 
Ministers etc.) Helpful to You for Sadness, Discouragement and Lack of Interest 
Predictor B 95% CI 
Sociodemographic   
Sociocultural   
Number of times unfairly 
treated due to racial 
discrimination 
0.145* 0.024-0.266 
Number of ways you coped 
with racial discrimination 
0.131* 0.0199-0.242 
Religious/Spiritual   
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 Associate Pastors/Ministers (b=-0.539, p=.05) reported more outside mental 
health therapeutic treatments received from mental health professionals or sadness, 
discouragement, or lack of interest (see Table 4.41).  One sociocultural predictor was 
significant.  Individuals who reported more ways of coping with racial discrimination 
(b=0.121, p=.05) were likely to report more treatments received from mental health 
professionals outside the church for sadness, discouragement, and lack of interest. No 
religious variables predicted the number of outside mental health treatments received 
from mental health professionals for sadness, discouragement, or lack of interest. 
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Table 4.41. Summary of Results from Three Step-Wise Poisson Regression Models 
Predicting Number of Mental Health Therapeutic Treatments Received From Outside 
MHP for Mental Health Problems with Sadness, Discouragement or Lack of Interest    
Predictor B 95% CI 
Sociodemographic   
New role -0.539* -1.07--.001 
Sociocultural   
Number of ways you coped 
with racial discrimination 
0.121* 0.010-0.233 
Religious/Spiritual   
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 Those church leaders with poorer self-rated overall physical and mental health  
(b = -0.545, p = .05) and individuals with less time in their respective church leadership 
roles (b = -0.067, p = .05) were likely to use more people; professionals and lay persons 
such as mental health professionals, physicians, alternative medicine, ministers, family, 
friends to talk about problems with emotions, nerves, alcohol, drugs or abuse (see Table 
4.42).  Three sociocultural predictors were significant.  Individuals reporting more 
frequency of experiencing acts of discrimination (b=0.102, p=.01), more number of times 
unfairly treated due to racial discrimination (b=0.327, p=.10), and those church leaders 
who felt less close to Black people (b=-0.078, p=.05) were more likely to talk to more 
professionals and lay persons such as mental health professionals, physicians, alternative 
health services, ministers, family or friends about problems with emotions, nerves, 
alcohol, drugs or abuse.  No religious variables predicted the number of people talked to 
about problems with emotions, nerves, alcohol, drugs or abuse. 
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Table 4.42. Summary of Results from Three Step-Wise Poisson Regression Models 
Predicting Number of Anyone Talked to Including Professionals (MHP, Ministers, 
Family etc.) and Lay Persons (Family, Friends etc.) for Problems with Emotions, Nerves, 
Alcohol, Drugs or Abuse 
Predictor B 95% CI 
Sociodemographic   
Self rated overall physical 
and mental health 
-0.545* -0.974- -0.115 
Number of years in role -0.067* -0.131- -0.004 
Sociocultural   
Frequency experiencing acts 
of discrimination 
0.102** 0.029-0.175 
Number of times unfairly 
treated due to racial 
discrimination 
0.327† 0.059-0.596 
Closeness with all types of 
Black people (ses, age, 
elected officials etc.) 
-0.078* -0.156- -0.000 
Religious/Spiritual   
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 No demographic variables predicted the number of people helpful to you for 
problems with emotions, nerves, alcohol, drugs or abuse (see Table 4.43).  Two 
sociocultural predictors were significant.  Individuals reporting more frequently 
experiencing acts of discrimination (b=0.033, p=.05) and more number of times unfairly 
treated due to racial discrimination (b=0.191, p=.001) were more likely to predict the 
number of people helpful to church leaders for problems with emotions, nerves, alcohol, 
drugs or abuse.  No religious variables predicted the number of people helpful to church 
leaders for problems with emotions, nerves, alcohol, drugs or abuse. 
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Table 4.43. Summary of Results from Three Step-Wise Poisson Regression Models 
Predicting Number of Any Professionals Including (Alternative Medicine, MHP, 
Ministers etc.) Helpful to You for Problems with Emotions, Nerves, Alcohol, Drugs or 
Abuse 
Predictor B 95% CI 
Sociodemographic   
Sociocultural   
Number of times unfairly 
treated due to racial 
discrimination 
0.191*** 0.081-0.302 
Frequency experiencing acts 
of discrimination 
0.033* 0.002-0.063 
Religious/Spiritual   
† p < .10. * p < .05. ** p < .01. *** p < .001. 
 
 No demographic variables predicted the number of outside mental health 
therapeutic treatments received for problems with emotions, nerves, alcohol, drugs or 
abuse (see Table 4.44).  No sociocultural predictors were significant.  Finally, the more 
frequently church leaders reported attending religious services (b = -0.512, p = .10) 
somewhat predicted more outside mental health therapeutic treatments received for 
problems with emotions, nerves, alcohol, drugs or abuse.   
 
Table 4.44. Summary of Results from Three Step-Wise Poisson Regression Models 
Predicting Number of Professional Mental Health Therapeutic Treatments Received 
From Outside MHP for Problems with Emotions, Nerves, Alcohol, Drugs or Abuse 
Predictor B 95% CI 
Sociodemographic   
Sociocultural   
Religious/Spiritual   
Frequency attending 
religious services 
-0.512† -1.118-0.094 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
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Those church leaders with poorer self-rated overall physical and mental health  
(b = -0.139, p = .10) were somewhat likely to use more people (family, friends, co-
workers, acquaintances) for problems with substance abuse (see Table 4.45).  Three 
sociocultural predictors were significant.  Individuals reporting more ways of coping with 
racial discrimination (b=0.124, p=.01), more number of times unfairly treated due to 
racial discrimination (b=0.094, p=.10), and those church leaders who felt somewhat less 
close to Black people (b=-0.026, p=.10) were somewhat more likely to use more family, 
friends, co-workers, acquaintances for problems with substance abuse.  One religious 
predictor was significant. Those church leaders who more frequently reported church 
members helping them (b=-0.198, p=.01) reported more family, friends, co-workers, 
acquaintances used for problems with substance abuse problems. 
 
Table 4.45. Summary of Results from Three Step-Wise Poisson Regression Models 
Predicting Number of Lay Persons Including (Family, Friends, Co-workers, 
Acquaintances etc.) Ever Used for Problems with Substance Abuse Problems  
Predictor B 95% CI 
Sociodemographic   
Self rated overall physical 
and mental health 
-0.139† -0.283-0.006 
Sociocultural   
Number of ways you coped 
with racial discrimination 
0.124** 0.032-0.216 
Number of times unfairly 
treated due to racial 
discrimination 
0.094† -0.006-0.193 
Closeness with all types of 
Black people (ses, age, 
elected officials etc.) 
-0.026† -0.054-0.004 
Religious/Spiritual   
Frequency of Church 
members helping you 
-0.198** -0.336- -0.060 
† p < .10. * p < .05. ** p < .01. *** p < .001. 
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 Only age predicted the number of self-help groups used for mental health 
assistance (see Table 4.46), where those church leaders who were somewhat younger 
reported the use of more self-help groups (b=-0.004, p=.10), although at a low 
significance level.  No sociocultural predictors were significant and no religious 
predictors were significant.     
 
Table 4.46. Summary of Results from Three Step-Wise Poisson Regression Models 
Predicting Number of Self-Help Groups Ever Used for Mental Health Assistance 
Predictor B 95% CI 
Sociodemographic   
Age -0.004† -0.009-0.001 
Sociocultural   
Religious/Spiritual   
† p < .10. * p < .05. ** p < .01. *** p < .001. 
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CHAPTER 5: DISCUSSION 
This study set out to understand the role of sociodemographic, sociocultural, and 
religious characteristics associated with attitudes toward, utilization of, and satisfaction 
with mental health services within a Baptist Mega-Church.  Information regarding the 
potential transmission of attitudes toward mental health services through the leadership 
structure of the church was of particular interest. 
The Sociocultural theoretical perspective (Vygotsky, 1986) and the Ecological 
theoretical perspective developed by Bronfenbrenner (1979) were the two theoretical 
frameworks used to guide the development and findings from this cross-sectional survey 
study of church leaders within one Baptist Mega-Church.  Sociocultural theory 
(Vygotsky, 1986) was chosen because it punctuates the social interactions within one’s 
culture and additionally highlights learning that occurs through a more knowledgeable 
other (MKO) or church leader in the context of this cross-sectional survey study. Given 
this particular theoretical framework, the results suggest ways in which messages about 
seeking and receiving professional mental health care have the potential to be shaped by 
the influential interpersonal social interactions of church leaders within this hierarchical 
organizational structure.  
The church environment, therefore, represents a sociocultural environment in 
which the shared experiences and social interactions of church leaders help to shape the 
transmission of views regarding seeking and advising their congregants to go outside the 
church for mental health services. Sociocultural theory supports the main findings of this 
study that the transmission of attitudes and views about outside mental health services 
and advising congregants is present from the highest level of leadership or the Senior 
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Pastor to the secondary level of leadership or the Associate Pastors/Ministers and in some 
ways to the third level, or Deacons/Deaconess, but less frequently to the fourth level or 
Congregational Caregivers/Deacon Aides, who of all the levels of church leadership 
actually have the most direct contact with the congregation and in some ways more day 
to day influence regarding whether or not to seek mental health services outside of the 
church.              
Additionally, the Ecological theoretical perspective developed by Bronfenbrenner 
(1979), provided a theoretical lens for understanding and exploring these findings within 
the microsystem of one Black Mega-Church.  Ecological theory suggests that many 
individuals and families are subject to development and change through their interactions 
and in the context of their spiritual environments. Further, while Bronfenbrenner (1979, 
1989) describes five levels within the ecological systemic framework, three out of the 
five levels helped to directly guide this study. The first level used to frame ideas about 
this study was the microsystem, which refers to the direct and concrete interactions of the 
developing individual with his/her significant others in the context of a holding 
environment, such as this Baptist Mega-Church. Because church leaders were surveyed 
to explore the development and possible transmission of views about seeking and 
utilizing mental health care, ecological theory was a viable theoretical framework, given 
that views, attitudes and beliefs are shaped through church leaders’ social interactions 
within the context of this particular microsystem.  
The next level within Ecological theory that was used to guide this study was the 
mesosystem, which refers to the interrelations of two or more microsystems, such as the 
mental health care system and the leaders within the church as well as other sub-systems 
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within the context of the church, like families who belong to the church and the outside 
mental health care system.  According to Bronfenbrenner (1979, 1989) these kinds of 
connections between two potential immediate holding environments, can shape and 
influence the development and learning through the social interactions of those 
individuals within and between those two environments or microsystems. The ways in 
which church leaders, therefore, view outside mental health services will influence 
whether or not their congregants seek outside mental health services when they might 
need it. 
Finally, given the cultural makeup of the respondents who primarily identified as 
African American or Black, using the macrosystemic level was another helpful 
framework. The macrosystem provides a cultural context in which to explore how lower-
order systems that are embedded within the larger system and are influenced by larger 
ideologies such as major historical events (e.g., legacy of 400 years of slavery, 
oppression, and racial discrimination for African Americans), religious values, and 
customary practices.  Findings related to the salient socio-cultural and religious/spiritual 
predictors that emerged in this study, for example, the level of religiosity and experiences 
of racism and how they might relate to seeking outside mental health services was better 
understood using the macrosystemic level which will be discussed further under each 
respective hypothesis and discussion of the findings below. 
Results Discussion: Hypothesis One 
Demographic Characteristics of Sample and by Church Leadership Role 
Results from this study were collected from a sample of Black church leaders 
within one Mega-Baptist Church located in a middle class area of the large metropolitan 
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City of Philadelphia. Although a 75% recruitment rate was expected among church 
leadership, only 40% of the sample of church leaders responded. While the design of the 
study did not provide opportunities to determine reasons for non-participation, this lower 
than expected response rate might suggest that there was less buy-in to the research 
process and endorsement of the importance of mental health issues than originally 
anticipated.  This was borne out by the relatively lower percentages recruited within two 
of the three roles, in particular for the Deacons/Deaconess and especially for the 
Congregation Caregivers/Deacon Aides as described below. 
The survey was administered to 112 church leaders nested within a hierarchical 
structure that consisted of Associate Pastors/Ministers, Deacon/Deaconess, and 
Congregational Care Givers/Deacon Aides. Half of the respondents were Congregational 
Care Givers/Deacon Aides (n=56, 28% of church members in this role) and the other half 
of the respondents were a combination of Associate Pastors/Ministers (n=22, 88% of 
church members in this role) and Deacons/Deaconess (n=34, 68% of church members in 
this role). More importantly, however, was that church leaders were successfully 
recruited from 33 of the 44 biblical houses which structure the church leadership and 
membership.  Two thirds of the Biblical houses were represented by at least one church 
leader in this sample (33 out of 44 houses), and 57 % of houses were represented by 
members from two or three levels of leadership.  This provides added protection against 
non-representativeness within the sample. 
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Results Discussion: Hypothesis Two (A and B) 
It was hypothesized that individuals who were in leadership roles closer to the 
Senior Pastor would report talking more frequently about outside mental health services 
for congregants, being talked to more frequently about outside mental health services, 
hold more favorable attitudes, beliefs, and values about the use of mental health care 
services outside the church and also perceive their views as being more similar to those 
of the Senior Pastor, due to the closer proximity to the Senior Pastor and level of 
leadership.  
Overall, results from the ANOVAs largely support these two hypotheses 
revealing that church leaders were significantly different from one another in reference to 
talking more with their church leader regarding advising congregants about outside 
mental health services. Associate Pastors/Ministers reported their leader above (e.g., 
Senior Pastor) coming to them more often as well as them going to their leader above 
(e.g., Senior Pastor) more often to talk about seeking outside mental health services for 
congregants as compared to both the Deacon/Deaconess and the Congregational Care 
Givers/Deacon Aides. It should be noted that there were no significant differences 
between Deacon/Deaconess and the Congregational Care Givers/Deacon Aides.   
     In reference to Associate Pastors/Ministers holding more favorable attitudes, 
beliefs, and values about the use of mental health care services outside the church, as 
compared to both the Deacons/Deaconess and the Congregation Caregivers/Deacon 
Aides, the ANOVA for the third transmission question did not support this hypothesis. 
Results revealed no significant difference by church leader across roles. The non-
significant finding could be related to the type of question asked, which was worded 
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somewhat vaguely with unclear response options from much more favorable to much less 
favorable. Hence, this may possibly account for creating some confusion for the 
respondent in understanding the meaning of the third transmission question.      
     In reference to Associate Pastors/Ministers holding more similar views to the 
Senior Pastor about seeking outside mental health care services as compared to both the 
Deacons/Deaconess and the Congregation Caregivers/Deacon Aides, the ANOVA 
supported part of this particular hypothesis. There was a significant difference by the type 
of church leader; however, the Associate Pastors/Ministers reported agreeing more with 
the Senior Pastor about advising congregants to seek mental health services outside the 
Church as compared to only the Deacons/Deaconess. There was no significant difference 
between Associate Pastors/Ministers and Congregational Care Givers/Deacon Aides with 
regard to agreement with the Senior Pastor’s views about advising congregants to seek 
outside mental health services.      
These findings from the ANOVAs on differences in transmission outcomes 
support and were predicted by ecological theory (Bronfenbrenner 1979, 1989) as the 
interactions between three levels of church leaders in comparison to the Senior Pastor and 
the transmission of their attitudes, views and beliefs about seeking and advising 
congregants to use outside mental health services seems to be diluted, the further the 
leadership role is removed from the Senior Pastor, with Associate Pastors/ Ministers 
more consistently agreeing and holding more favorable views about congregants seeking 
outside mental health services.  The microsystem of this Baptist Mega-Church, and the 
ways in which messages and views are transmitted from one level of leadership to 
another is being shaped and affected by transactions between the levels of leadership. 
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Overall, it was believed that the hierarchical structure within the church leadership would 
promote a “top down” dissemination of attitudes toward mental health services.  
However, the results suggest that this may not be equally true across all levels of the 
church leadership.  As well, the design of this study leaves for future research the 
question of how this message reaches actual parishioners and its potential influence on 
actual health service utilization. 
Additionally, from the sociocultural theoretical perspective (Vygotsky,1986), the 
shared experiences within the cultural context of the Baptist Mega-Church among leaders 
may account for these findings and could help to explain the agreement of views about 
seeking and using outside professional mental health services, in particular between the 
Senior Pastor and Associate Pastors/Ministers. Moreover, Vygotsky’s (1986), 
sociocultural theory supports these findings, given that the Baptist Mega-Church 
represents the sociocultural environment and the church leaders are a salient group of 
individuals developing and changing as information gets disseminated throughout the 
three levels of leadership. From a sociocultural perspective, these messages are 
considered cultural tools through which learning occurs. According to Gallagher (1999), 
Vygotsky’s (1986) sociocultural theory suggests that development depends on 
interactions with people and the tools that the culture provides to help form their views.  
Moreover, information is first taught from the more knowledgeable other “MKO” 
(e.g., the Senior Pastor) and then transmitted to those church leaders who from an 
organizational perspective, are being mentored under the leadership of the Senior Pastor. 
This may account for why the findings suggest that messages about advising congregants 
to seek or utilize outside mental health services seems to be getting diluted, the further 
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out from the Senior Pastor the messages have to travel. Additionally, with respect to the 
mentorship process, sociocultural theory postulates that mentors help individuals master 
culturally meaningful activities in such a way that the communication between them 
(e.g., the Senior Pastor and Associate Pastors/Ministers) becomes a part of the 
individual’s alternative thought process. Hence once the individual (e.g., Associate 
Pastor/Minister) internalizes the essential features of these dialogues, they behave and 
think according to that culture (Tissinton, 2008). At the level of transmission from the 
mentor level (e.g., Senior Pastor) to the mentee level (e.g., Associate Pastor/Minister), 
therefore, those church leaders closest to the highest level of leadership will not only talk 
more with their leader, but those more favorable messages about mental health care 
utilization would become internalized for those church leaders most directly being 
mentored.   
Assuming, based on previous research (e.g., Aaron, Levin, & Burstin, 2003; 
Bentz, 1970; Dana, 2002; Levin, 1986; Neighbors, 1995), that transmission of a message 
such as this one has positive benefits for parishioners, these results also suggest that 
considerable sensitivity is required at each level of the church leadership.  It may not be 
sufficient, for example, for the Senior Pastor to make his or her views and desires known 
to the Associate Pastors and Associate Ministers with whom he or she has the most direct 
and frequent contact.  It may additionally be important to: a) specifically ask leaders at 
each level to promote and disseminate information relevant to mental health services, b) 
meet individually with members at each level of the church leadership, c) offer 
occasional “booster” messages to ensure that this message continues to receive attention, 
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and d) intend to follow up regarding successful strategies and barriers to this 
communication. 
At the next level, it was hoped that these kinds of messages about seeking and 
utilizing outside mental health services would get transmitted by the lower levels of 
church leaders serving as mentors (e.g., Associate Pastors/Ministers and 
Deacons/Deaconess) to the next level of church leadership (e.g., Deacon/Deaconess and 
Congregational Care Givers/Deacon Aids). Unfortunately, findings from this study 
supported the transmission of these kinds of messages primarily from the highest level of 
leadership (Senior Pastor) to the next level of leadership (Associate Minister/Associate 
Pastor).                   
Additionally, these findings are supported by Bronfenbrenner’s (1979) ecological 
theoretical perspective which suggests that in order to understand the development of an 
individual, we must explore their adaptation within their cultural environment. These 
transmission findings suggest that adaptation appears to be occurring within the church’s 
cultural environment between the Senior Pastor and Associate Pastors/Ministers with 
regards to more favorable views about congregants seeking and utilizing outside mental 
health services. Finally, these messages may require more time for the transmission of 
these ideas to reach those church leaders (e.g., Deacon/Deaconess and Congregational 
Care Givers/Deacon Aids) who organizationally appear further removed from the highest 
level of leadership (e.g., the Senior Pastor).          
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Results Discussion:  Hypothesis Three (A) 
Transmission 
It was hypothesized that particular sociodemographic , sociocultural and 
religious/spiritual predictors would be related to the four transmission questions 
regarding attitudes toward the use of mental health care services outside of the church.   
In particular, it was hypothesized that sociodemographic predictors such as those 
church leaders who were female, non-married status, younger in age, with higher 
education, and less years in role as a church leader would more likely hold favorable 
views regarding advising congregants to seek outside mental health services (Adksion-
Bradley et al., 2005; Blank et al., 2002; Mattis et al., 2007; Rubin et al., 1994; Taylor, 
2000; Thomas et al., 1994).  
Regarding the first transmission question, results from the correlations and 
regression models seem to suggest that respondents who were male, married, served 
more years as a church leader and were Associate Pastors/Ministers reported more 
frequent communication with their church leader about mental health services and were 
more likely to agree with the views of the Senior Pastor about congregants seeking 
outside mental health services.   
Additionally, regarding the second transmission question, correlations and 
regression model results suggested that those respondents who were married and served 
more years in their role were more likely to go to their church leader to talk about 
congregants seeking outside mental health services.  These findings did not support the 
hypothesis regarding gender, marital status or years in role and indicated no particular 
trend related to higher education. However, the results were congruent with the overall 
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hypothesis that those church leaders who were structurally closer to the Senior Pastor in 
role (e.g., Associate Pastors/Ministers) may be more likely to talk about outside mental 
health services with congregants and have more similar views with the Senior Pastor. 
 These findings support Bronfenbrenner’s Ecological theory (1979, 1989) which 
describes the development of learning related to social interactions within a microsystem. 
Hence, over the course of time, relationships developing in closer proximity within a 
system are more likely to develop similar attitudes, beliefs and views. Interactions 
between church leaders and the transmission of messages getting filtered, in particular 
attitudes, beliefs and values about seeking outside mental health services, therefore, are 
affected by proximity and direct contact within a microsystem between levels of church 
leaders. Associate Pastors/Ministers due to being in closer proximity with the Senior 
Pastor were most in agreement with views about advising congregants to seek outside 
mental health services.  
Given the relatively new growth of this particular Baptist Mega-Church over the 
past ten years, it may be that those male church leaders (e.g., Associate Pastors/Ministers) 
who are closer in proximity and more connected to the Senior Pastor may have actually 
been a part of the church microsystem for a longer length of time. While Mattis et al.  
(2007) suggested that religious institutions in the United Stated are rapidly changing in 
leadership composition and Black Mega Churches are expanding in large numbers, many 
of these Mega Churches have expanded the membership of older historical Black 
Churches in the community, whose church leaders have been in their role for longer 
periods of time (Tucker-Worgs, 2001). 
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 It may be that these older male church leaders could have already established 
mentorship relationships, ultimately leading to social development and adaptation.  
Moreover, this could be a reasonable explanation for why trends regarding the research 
findings seem to be shifting towards married males with more years in their respective 
roles having similar views as the Senior Pastor and could be an explanation for the lack 
of support for the hypothesis that single, younger female church leaders would have more 
favorable views regarding mental health care utilization (Blank et al., 2002; Mattis et al., 
2007; Rubin et al., 1994; Taylor et al., 2000; Thomas et al., 1994). Based on 
Bronfenbrenner’s (1979), ecological perspective at the chronosystemic level, those same 
females church leaders may have not been in their respective leadership roles long 
enough to receive the cultural tools necessary to develop alternative learning regarding 
views similar to the Senior Pastor.   
In reference to the third transmission question which asked about agreement with 
the Senior Pastor, findings suggested that those respondents who were female, older in 
age, with higher education, and more years in role tended to agree more with the Senior 
Pastor about views regarding congregants seeking and using mental health services 
outside the church.  While these findings did not support the hypothesis related to age or 
years in role, the findings did support the hypothesis related to gender and higher 
education. The literature suggests that many African American congregants who are 
younger, female and more educated tend to have more favorable views about mental 
health services than those who are older, male and less educated (Blank et al., 2002; 
Mattis et al., 2007; Taylor et al., 2000) which supports the findings of this study.        
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In reference to the fourth transmission question regarding views in comparison to 
the Senior Pastor, church leaders who had better self-rated physical and mental health 
were more likely to have less favorable views as compared to the Senior Pastor. 
Additionally, those respondents who reported better self rated physical and mental health 
were less likely to advocate for the use of outside mental health care services for others, 
if they have no need for services themselves. These findings are congruent with the 
literature that posits that those who are in better general health are less likely to seek 
professional health care (Baldwin et al., 2001; Bullock, 2006).    
It was hypothesized that particular sociocultural predictors would be related to the 
four transmission questions. In particular, it was hypothesized that those church leaders 
who felt closer to Black people, experienced more racial discrimination, more frequent 
acts of discrimination and used more ways to cope with discrimination, would more likely 
hold less favorable views about seeking outside mental health services. In reference to 
third and fourth transmission questions regarding agreement and favorable views in 
comparison to the Senior Pastor, results from this study indicated that those church 
leaders who felt closeness to all types of Black people, may be more likely to agree with 
the Senior Pastor about congregants seeking and using mental health services and that 
those who more frequently experienced acts of discrimination may have less favorable 
views as compared to the Senior Pastor about congregants seeking and using outside 
mental health services.  This does support the hypothesis and sociocultural theory 
(Vygotsky, 1986), as more frequently experiencing acts of racism will likely result in 
more mistrust of the outside mental health care system (Boyd-Franklin, 2003; Dana, 
2002; U.S. Department of Health and Human Services, 2001; Whaley, 2001), which may 
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in turn predict more disagreement with the Senior Pastor if he/she has more favorable 
views of congregants seeking outside mental health services.  
Additionally, according to the literature only 2% of African Americans are mental 
health care professionals in comparison to 75% who are Caucasian, which may widely 
contribute to the lack of trust that seems to be related to some African Americans lack of 
interest in seeking and utilizing professional mental health services (U.S. Department of 
Health and Human Services, 2001). Further, while it was hypothesized that church 
leaders who indicated that they felt closeness to all types of Black people might have 
more negative views about congregants seeking outside mental health services due to 
cultural mistrust (Whaley, 2002), the findings seem to support that church leaders may be 
more likely to agree with their Senior Pastor, who is also Black, about issues of 
importance related to congregants such as seeking and utilizing outside mental health 
services. These findings are consistent with sociocultural theory which posits that 
messages within one’s culture often get transmitted from the leader or MKO.   
It was hypothesized that particular religious/spiritual predictors would be related 
to the four transmission questions. In particular, it was hypothesized that those church 
leaders who felt more religious, more frequently attended church, more frequently 
participated in church related activities, received more emotional support from church 
members, and more frequently received help from other church members as well as 
helped others at church, will more likely hold less favorable views about seeking outside 
mental health services. The literature supports this hypothesis by suggesting that those 
individuals who are more connected with their religious communities and feel more 
supported by lay people whom they are culturally familiar with, may tend to first turn to 
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church, family and friends for support with a myriad of issues such as mental health 
concerns rather than seek outside mental health services with unfamiliar and potentially 
unsafe outside professionals (Adksion-Bradley et al., 2005; Bartoli, 2007; Davey & 
Watson, 2008; Lewis et al., 2000; Walters, 1995).               
Based on the frequency of the church leader above coming to the respondent and 
the respondent going to the church leader above to talk about congregants seeking mental 
health services outside the church, results suggested that respondents who reported more 
frequent church attendance, more frequent church activities, more help from church 
members as well as helping more church members, and more receipt of emotional 
support from church members, may be more likely to talk to the their church leader about 
congregants seeking outside mental health services.  
Additionally, with regard to the fourth transmission question, favorable views in 
comparison to the Senior Pastor, results indicated that those respondents who reported 
that they more frequently saw, wrote or talked on the phone to church members and more 
frequently helped other church members tend to have more favorable views similar to the 
Senior Pastor. While it was hypothesized that those church leaders who identified as 
more religious may have less favorable views about seeking outside mental health 
services, these results seem to suggest that church leaders who have more social 
interaction with their church leader may be more likely to have favorable and agreeable 
views with the Senior Pastor.  
These findings are consistent with ecology theory (Bronfenbrenner, 1979) given 
that these church leaders represent smaller sub-systems within the larger microsystem 
(e.g., the Church). Subsequently, ecological theory postulates that many of these social 
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relationships will promote learning and development which will shape views about 
outside mental health care services.  Further, provided that the Senior Pastor’s views are 
more favorable about seeking and utilizing outside mental health services and contrary to 
the original hypothesis, ecological theory suggests that those church leaders who are 
more involved within the microsystem of the Church, will have more similar views based 
on the social interaction taking place within this cultural holding environment (e.g., the 
church) and specifically related to messages from church leadership at the highest level.  
Additionally, these findings support Vygotsky’s (1986) sociocultural theory 
which posits that through a cultural transformation process (Gallagher,1999), certain 
stages of development will occur first at the imitative level where the mentees (e.g., 
church leaders) are simply imitating messages or tasks received from their leader (e.g., 
the Senior Pastor). However, over time it is expected that these messages will become 
instructional learning tools by which the mentee begins to self regulate messages about 
learning based on their leader’s instructions. This kind of phenomenon can be seen in 
rituals like Bible Study as well as ministry leadership meetings designed for church 
leaders to take instruction from their leader about many contextual issues ranging from 
Biblical principles to possibly how church leaders can better meet their congregants’ 
needs, including of mental health care needs (Tucker-Worgs, 2001). Finally, during the 
last transformative stage of development, sociocultural theory postulates that 
collaborative learning occurs where cultural tools such as messages about seeking 
outside mental health care, can be passed down from individual to individual, which 
involves a group of peers striving to understand each other while working together to 
meet a common goal (Tomasello et al., 1993).   
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These three transformative stages lead to what is called the Zone of Proximal 
development where true learning occurs. According to Vygotsky (1986), those church 
leaders in the mentee role may very well begin in the subjective stage of development 
where their views are very different from each other, but ultimately arrive at a shared 
understanding to meet the larger goal. It appears from these findings that those church 
leaders who spend more time at church and who are involved in church activities where 
they are both receiving emotional support as well as giving help to others, may be part of 
this subjective stage of development where more favorable messages about seeking and 
utilizing outside mental health services are becoming a collective goal. Lastly, it is 
possible that the scaffolding process (Vygotsky,1986) is taking place among church 
leaders in this sample, which refers to teaching from the MKO that moves the individual 
(e.g., church leader) towards their own mastery of skills and ultimately may be shaping 
the individual’s own views about outside mental health services.  
Additionally, these findings support the premise that at this scaffolding stage of 
development, these more favorable messages about outside mental health care may 
possibly be transmitted within the cultural environment, ultimately turning those who 
were once mentees (e.g., Associate Pastors/Ministers) of the Senior Pastor into mentors 
to those church leaders that they are responsible for leading (e.g., Deacon/Deaconess and 
Congregational Care Givers/Deaconess).     
Results Discussion:  Hypothesis Three (B) 
Any Use of Services 
It was hypothesized that sociodemographic, sociocultural and religious/spiritual 
variables will predict greater likelihood of use of services outside the church.  
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In particular, related to the demographic predictors, it was hypothesized that those 
church leaders who were female, non-partnered, younger, with higher education, and less 
seniority as a church leader would more likely report any use of services outside of the 
church. In reference to age as a possible demographic predictor, results indicated that 
respondents who identified as younger may be more likely to have ever received any 
alternative services for health or mental health problems, more likely to talk to anyone 
for problems with emotions, nerves, alcohol, drugs or abuse and somewhat more likely to 
use a self help group. This supports the hypothesis that younger respondents are more 
likely to report any use of services.              
However, in contrast to the hypothesis, results indicated that those church leaders 
who were older were also more likely to report using at least one service from any 
professional including, (mental health professionals, alternative medicine or ministers), 
yet might be less likely to report using any alternative service for problems with sadness, 
discouragement or lack of interest. There also seems to be a trend for those older church 
leaders to be somewhat more satisfied with mental health professionals for treatment, 
although the significance was relatively low.   
In reference to years of education as a possible demographic predictor for any use 
of health or mental health services, trends showed that those church leaders who reported 
more years of education and were Associate Pastors/Ministers tended to be helped more 
by at least one professional service for sadness, discouragement or lack of interest. 
Additionally, in reference to the level of satisfaction with mental health services, those 
church leaders who identified their role as Associate Pastors/Ministers seemed more 
satisfied with mental health professionals outside of the church. This supports the 
  
 
                                                                                
  
211
 
hypothesis that those respondents with more education are more likely to have favorable 
attitudes about outside mental health services.   
Further, it is reasonable to assert that those respondents in higher leadership roles 
within the church structure (e.g., Associate Pastors/Ministers) may possibly also have a 
higher level of education than other church leaders. This is consistent with the literature, 
which suggests that those more formally educated clergy as well as church members are 
more likely to advocate for and to receive outside mental health care services for mental 
health problems as compared to church members with less formal education (Blank et al., 
2002; Mattis et al., 2007).  
Finally, with regard to trends related to demographic predictors for the use of any 
services, results indicated that those respondents who reported that they had poorer 
health and mental health seemed more likely to talk to anyone including (mental health 
professionals, physicians, alternative health professionals, ministers) for problems with 
emotions, nerves, alcohol, drugs or abuse and also tended to report receipt of any 
professional treatments for sadness, discouragement or lack of interest and were more 
likely to talk to any lay person including family, friends, co-workers or acquaintances for 
problems with substance abuse. With respect to those respondents who reported better 
relative health and mental health compared to last year; they seemed disinterested in 
receiving any support through self help groups.        
In particular, related to sociocultural predictors, it was hypothesized that those 
church leaders who felt closer to Black people, experienced more unfair treatment due to 
racial discrimination, experienced more frequent acts of discrimination and used more 
ways to cope with racial discrimination, will more likely report not using any services 
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outside of  the church. With regards to any use of services, there appeared to be more 
correlations suggesting a possible relationship between the sociocultural predictors than 
the other two proposed predictors (e.g., sociodemographic and religious/spirituality). In 
reference to those respondents who reported more frequent experiences of discrimination 
due to skin color, it appeared that they were more likely to receive alternative services for 
general health and mental health problems.  
Additionally, while this finding does not support the specific hypothesis, these 
results do support the overall hypothesis which suggests that certain sociocultural 
variables may emerge as significant, in particular those related to the experiences of 
racism and discrimination. This information may be helpful in determining ways to 
highlight and promote more cultural sensitivity for all health professionals.  Hence, all 
health professionals may use information such as this to further develop sensitivity to 
respondents’ possible internalized emotional injuries due to experiences of racism and 
discrimination related to skin color as well as other acts of racial discrimination (Boyd-
Franklin, 2003; Dana, 2002).  
In church leaders who reported feeling closer to African Americans in general, 
there appeared to be a trend where they used at least one alternative health service for 
general problems with health or mental health problems. Additionally, a significant 
proportion (60%) of those receiving outside mental health treatment reported viewing 
these services as satisfying and helpful.  This finding does not support the hypothesis, 
which suggested that church leaders who reported feeling closer to African Americans in 
general would be more likely to report no utilization of services or less satisfaction of 
mental health treatment. Race of the mental health professional providing treatment was 
  
 
                                                                                
  
213
 
not recorded in this survey. Thus, further research is required to explore the race of the 
mental health professional and matching to respondents to more fully understand how 
feelings of closeness to African Americans in general may relate to the use of any 
services. While the literature indicates that only 2% of mental health professionals are 
African American, there is still a possibility that respondents received outside mental 
health treatment from someone who also identified as African American which could 
account for their satisfaction and positive report of helpfulness of services.  
With regard to the number of times respondents felt that they were treated 
unfairly due to racial discrimination, church leaders who reported being treated unfairly 
due to racial discrimination, seemed more likely to talk to any professional or lay person, 
receive any outside mental health treatment or use self help groups, for problems with 
emotion, nerves, alcohol, drugs, or abuse as well as sadness, discouragement or lack of 
interest. They also appeared more likely to talk to family, friends, co-worker or 
acquaintances for problems specifically with substance abuse. In reference to the 
outcome of helpfulness, respondents who indicated more frequent unfair treatment due to 
racial discrimination appeared somewhat helped for problems with these mental health 
issues. These findings do not support the hypothesis that suggested respondents who 
reported more unfair treatment due to racial discrimination would be less likely to report 
any use of services outside of the church.  
Although beyond the scope of this exploratory study, it is possible that those 
African American church leaders who experienced more racial discrimination, also 
experienced more distress in terms of problems with emotions, nerves, alcohol, drugs, or 
abuse as well as sadness, discouragement or lack of interest and may be in more need of 
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talking to professionals, family, friends, and ministers about their distress due to racial 
discrimination. Additionally, in reference to frequency of experiencing acts of 
discrimination, respondents who tended to report these kinds of experiences also seemed 
more likely to talk to any professional or lay person, and receive any outside mental 
health treatment for problems with emotion, nerves, alcohol, drugs, or abuse. They also 
reported that they were more likely to receive any outside professional mental health 
treatment for problems with emotion, nerves, alcohol, drugs, or abuse as well as sadness, 
discouragement or lack of interest.  
Further, the findings suggest that these respondents were more likely to talk to 
family, friends, co-worker or acquaintances for problems with substance abuse. In 
reference to the outcome of helpfulness, respondents who indicated more frequently 
experiencing acts of discrimination were more likely to report professional services as 
helpful for problems with these mental health issues. 
Finally, in reference to respondents indicating that they used more ways to cope 
with racial discrimination, they appeared more likely to talk to any professional 
including (mental health professionals, physicians, and ministers) for problems with 
sadness, discouragement or lack of interest; and to talk to any lay person, including 
(family, friends, co-worker or acquaintances) for problems specifically with substance 
abuse. Also, those respondents appeared more likely to receive and be helped by any 
outside professional mental health treatment or at least one professional service for 
problems with sadness, discouragement or lack of interest as well as emotions, nerves, 
alcohol, drugs, or abuse.  
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These findings do not support the hypothesis which suggested that those 
respondents who reported experiencing more racial discrimination through unfair acts 
related to the color of their skin and their African heritage as well as those who sought 
ways to cope with this cultural trauma; would not likely report using any kind of service 
including mental health services for mental health problems. While these findings are 
antithetical to the study hypothesis, the results are significant with reference to 
highlighting not only the need for mental health services with this vulnerable population 
of church leaders and their congregants, but their willingness to seek and to utilize mental 
health services even outside the church. Further, while the literature suggests that many 
African Americans have developed a level of cultural mistrust (Whaley, 2001) possibly 
leading to their lack of participation in larger systems such as the mental health system 
(Snowden, 1999), the results of this study actually tend to suggest the opposite.   
Although the findings from this study of church leaders did not support the 
original hypothesis that more experiences of racism would lead to less use of services 
outside the church due to cultural mistrust, it is still important to understand that 
generations can be defined by their collective memory of significant events such as 
slavery. Traumatic events based on hundreds of years of racial mistreatment, oppression 
and degradation stemming from heinous acts of slavery have long lasting implications for 
the health and well being for African American families and communities in our society 
(Eyerman, 2002; Billingley, 1999) and as the results suggest can lead to more use of 
services for help with emotional distress, substance abuse, and feelings of distress.         
While these acts of cultural insensitivity, unfair treatment and unequal racist 
policies have negatively affected many African American families in our communities, 
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the findings suggest that despite the understandable cultural mistrust, there seems to be a 
shift in which more African American church leaders are becoming amenable to seeking, 
utilizing and advising congregants to consider mental health treatment outside the church. 
Given this potential shift, these findings offer an enormous opportunity for the mental 
health field to partner with church leaders in order to create a more collaborative and 
safer environment where African American families can get their mental health needs 
met, without feeling like they need to separate themselves from their religion or 
spirituality.   
If they are to be effective, it is important that cultural sensitivity training be a part 
of this collaboration between mental health systems and the church. Without attention 
and training for how the mental health field can become more culturally sensitive, there is 
the potential to do more harm by re-traumatizing the same people that the mental health 
system is trying to help (Adksion-Bradley et al., 2005; Bartoli, 2007; Lewis et al., 1990; 
Walter, 1995).                        
Additionally, these findings are further supported from an ecological perspective 
(Bronfenbrenner,1986) regarding passing on cultural tools within the holding 
environment of this Baptist Mega-Church  While it is understandable that many African 
Americans would continue to utilize familiar resources within their church to meet their 
mental health needs, the findings from this study may be a result of more favorable 
messages being passed on from the hierarchy of the church leadership about seeking and 
utilizing mental health care services. Subsequently, this cultural shift could have positive 
implications for other large religious communities. Hence, the focus of creating models 
that support the construct of mental health care collaboration between the church and 
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mental health communities while working towards providing more comprehensive ways 
to meet the mental health needs of church leaders and their congregants appears to be a 
viable way to decrease disparities among African Americans seeking and receiving 
mental health care.     
In particular, related to religious/spiritual predictors, it was hypothesized that 
those church leaders who felt more religious, more frequently attended church, more 
frequently participated in church related activities, received more emotional support from 
church members, and more frequently received help from other church members as well 
as helped others at church, would more likely report not using any services outside the 
church.  In reference to the importance of religion, church leaders who reported that they 
felt more religious seemed to be less likely to ever talk to anyone, less likely to use at 
least one service, and more likely to report less satisfaction for treatment services from 
outside mental health professionals for problems with sadness, discouragement or lack of 
interest as well as problems with emotions, nerves, alcohol, drugs or abuse.  
However, if church leaders did report using any services, those who identified as 
more religious seemed to be minimally helped by talking with any professional including, 
(alternative medicine, family doctor, and ministers) for problems with emotions, nerves, 
alcohol, drugs or abuse. Finally, those church leaders who indicated that they were less 
religious also reported more satisfaction with mental health treatment professionals for 
problems with sadness, discouragement or lack of interest.  These findings support the 
hypothesis that the more religious church leaders are, the more likely they will not report 
the use of any services for mental health problems and the less satisfaction with those 
outside mental health services that they did utilize.  
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These findings could be explained by the powerful relationship between the 
church as a safe holding environment as described by Bronfenbrenner (1979) and those 
church leaders within the microsystem of this Baptist Mega-Church who have benefited 
from many generations of ancestors receiving help.  Some of this help has been mental 
health resources provided by clergy within the church environment (Blank et al., 2002; 
Mattis et al., 2007; Taylor et al., 2000).  Additionally, the resource of spirituality and 
religion through the cultural environment of the church appears to one of the few safe 
places that has not easily been easily affected by racism, even through the difficult period 
of the slave era as well as the aftermath spanning hundreds of years. Subsequently, over 
the course of many centuries the church has become a safe haven in which many African 
Americans not only draw their spiritual strength from God, but also received many 
comprehensive resources to help with issues such as mental health problems (Billingsley, 
1999; Boyd-Franklin, 2003).  
Additionally, church leaders who indicated that they more frequently attended 
regular church services may be less likely to receive mental health treatment by any 
professional, less likely to be satisfied, but more likely to admit the helpfulness of the 
service if they did receive at least one alternative service for health or mental health 
problems.  For those respondents who reported more frequent church attendance for 
activities other than regular church service, the correlation and regression models 
suggested that they would be less satisfied with mental health treatment by any 
professional for problems with sadness, discouragement or lack of interest.  Finally, 
those respondents who reported less frequent church service attendance appeared 
somewhat more likely to receive at least one alternative service for possible mental health 
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concerns and more likely use family, friends, co-workers or acquaintances for problems 
with substance abuse.            
Additionally, the findings seem to suggest that those respondents who are not 
socially interacting with the church community as much either through regular service 
attendance or other activities, tended to have less favorable views about outside mental 
health service. According to a sociocultural perspective, these findings indirectly support 
the hypothesis in that it was expected from an organizational perspective that those 
respondents who were further away from the MKO or the Senior Pastor would agree less 
with him and be less satisfied with outside mental health services if they did report using 
outside services for mental health problems. Applying Vygotsky’s (1986) principles to 
the church setting suggests that these church leaders may not have received sufficient 
mentoring by their own church leaders within the cultural community that supports 
seeking and utilizing mental health services. This would be in addition to church support, 
and not to the exclusion of one’s religion or spirituality.  
In reference to those respondents who reported that they more frequently received 
help from other church members the findings seemed to suggest that they were more 
likely to ever talk to anyone, more likely to use at least one service, and more likely to 
report the helpfulness of anyone at all for assistance with mental health problems. In 
contrast, those respondents who reported less frequent help from other church members 
appeared to less often report using at least one service. However, results seem to suggest 
some level of helpfulness for those respondents who reported using at least one service 
for mental health assistance.  
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Additionally, for those respondents who reported more frequently helping others 
at church, they seemed less likely to talk to anyone or to receive at least one alternative 
health services for possible mental health problems with sadness, discouragement or lack 
of interest. In contrast, the less frequently respondents reported helping other church 
members, the more likely they tended to use at least one alternative health service. 
Respondents who reported helping others more often, also seemed to report more helpful 
received by a professional for mental health concerns.  
Finally, those respondents who reported attending church since age 18 (a longer 
affiliation with a church over their lifetimes) seemed to more likely report using at least 
one alternative health service while being more dissatisfied and finding the outside 
mental health services to be less helpful for problems with emotions, nerves, alcohol, 
drugs or abuse.   
Contrary to what was hypothesized with respect to emotional support from the 
church for mental health problems, church leaders who received more help from the 
church were more open to seeking outside mental health services and those who received 
less help from the church were less likely to seek outside mental health services. Finally, 
those who gave more help to others at church were also open to utilizing at least one 
outside service. This suggests that the two may supplement one another rather then being 
seen as substitutes as has traditionally been assumed (Caldwell, Jackson, Tucker, & 
Bowman, 1999; Carr Copeland, 2005; Chang, Williams, Griffith, & Young, 1994). 
From a sociocultural theoretical perspective (Vygotsky, 1986), those respondents 
who were more likely to receive outside help and more likely to receive help from other 
church members may also be receiving cultural tools that would allow them to begin the 
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process of internalizing more favorable messages about seeking and receiving outside 
mental health services. This may help church leaders become more amenable to receiving 
help, not just from their fellow church members but also from other mental health 
professionals who may be inside or outside the church structure.    
Conversely, it also makes sense that those respondents who identified as more 
religious may be more comfortable sharing mental health concerns with lay persons 
within the same cultural environment verses outside with a mental health professional. 
According to Lewis (2001), fears of cultural stereotypes and being judged about religious 
practices such as connecting with the Holy Sprit, praying out loud or speaking in other 
spiritual languages may also be related to why many religious respondents might be less 
likely to seek or utilize outside mental health services.  
Yet, from an ecological perspective Bronfenbrenner (1979,1989), for those 
respondents who are participating in the active practice of helping others through church 
ministry, it seems to be a natural assumption that they may be more likely to pass on the 
cultural tools within the microsystem that support more favorable attitudes, beliefs and 
values about seeking and utilizing mental health services from any professional even 
outside the church. This assumption appears further validated by the findings that suggest 
more favorable views from the Senior pastor are getting disseminated at least to the next 
level of church leader.  Further, while the findings suggest that this message of favorable 
views about mental health care utilization seems to get diluted as leadership moves away 
from the Senior Pastor, there also seems to be great potential to utilize results from this 
study to improve the dialogue about how information gets transmitted from one church 
leader to the next and what messages are actually getting transmitted.                    
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                          Results Discussion:  Hypothesis Three (C)  
Extent of Use of Services 
It was hypothesized that sociodemographic, sociocultural and religious/spiritual 
variables will predict the extent of use of services outside the Church.    
In particular, from a sociodemographic perspective those church leaders who 
were female, non-married status, younger in age, with higher education, and less years in 
role as a church leader will more likely report using more services outside of the church. 
In reference to gender as a possible demographic predictor of the number of services 
received outside of the church for health or mental health concerns, findings revealed 
females reported using more services for mental health problems such as sadness, 
discouragement or lack of interest. This supports the hypothesis that females would be 
more likely to report receipt of any services having to do with mental health problems.  
Given that more females are in leadership roles within the context of many Black 
Churches, the literature and this study supports what appears to be a trend with regards to 
the likelihood of females seeking and receiving mental health services.  While females 
have always been active within the ministry of the church, females have not always held 
leadership roles.   
More females have taken on leadership roles, creating a cultural shift over the last 
decade, specifically within Mega-Churches (Mattis et al., 2007). While the gender 
composition of many Black Churches still has males in most of the leadership roles, 
Mattis et al., (2007) argues that a growing number of religious institutions are assigning 
woman to ministerial and other visible leadership positions.  Given this cultural shift, it is 
  
 
                                                                                
  
223
 
important that research continues to explore the extent to which females in leadership 
roles affect church leaders’ views about seeking and utilizing mental health care services.         
With regard to marital status as a possible demographic predictor of extent of 
service utilization, there seemed to be a trend in which non-married church leaders 
reported using a higher number of any services including (mental health professionals, 
physicians, alternative medicine, and ministers) for problems with emotions, nerves, 
drugs, alcohol or abuse. Results also indicated that younger church leaders were more 
likely to receive a higher number of alternative health services for general health or 
mental health problems, use more professionals for sadness, discouragement or lack of 
interest and use a higher number of self help groups.  
While the educational level did not predict anything with respect to the extent of 
service utilization, results did reveal a trend related to the number of years as a church 
leader. Respondents who reported serving less time in their respective church leadership 
role also reported using more professional services for problems with emotions, nerves, 
alcohol, drugs or abuse. These findings are consistent the literature which suggests that 
larger Mega Churches may be expanding at such a rapid rate, that they must grow their 
leadership capacity to accommodate the membership.  Thus, many of the younger leaders 
who would be more likely to seek and use mental health services are female, not married 
and have served less time in their respective roles as leaders (Mattis et al., 2007; Thomas 
et al., 1994; Tucker-Worgs, 2001).     
In reference to overall physical and mental health, those respondents who 
reported poorer overall physical or mental health also indicated that they had used more 
services including (mental health professionals, physicians, alternative medicine, and 
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ministers), used more professionals for all types of mental health problems, and used 
more lay people such as family, friends, co-workers or acquaintances for problems with 
substance abuse.  Additionally, those church leaders who reported having better overall 
physical and mental health also indicated using fewer professionals for treatment of 
problems with sadness, discouragement or lack of interest.  
Further, in reference to helpfulness of services, these same church leaders with 
better overall health reported that the professional services that they did receive for 
mental health problems were more often helpful. Finally, in reference to the extent of 
service utilization across church leadership role, those respondents who indicated that 
they were Associate Pastors/Ministers reported more outside professional mental health 
treatments received for mental health problems with sadness, discouragement or lack of 
interest. These results support the hypothesis that those respondents in the role of 
Associate Pastors/Ministers who also tended to have higher levels of education had more 
favorable views about the utilization of outside mental health services.  Additionally, 
these findings are consistent with the literature which posits that the educational level of 
many church leaders plays an essential role in understanding their attitudes, beliefs and 
values regarding mental health care utilization, with higher levels of education being 
related to more positive attitudes and more frequent use of outside mental health services. 
From a sociocultural perspective it was also hypothesized that those church 
leaders who felt closer to Black people, experienced more unfair treatment due to racial 
discrimination, experienced more frequent acts of racial discrimination, and used more 
ways to cope with racial discrimination, will more likely report using less services outside 
of the church. 
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In reference to the sociocultural predictor of feeling closeness to all types of Black 
people, for those church leaders who reported feeling more closely connected to all Black 
people, correlation and regressions models revealed that they were more likely to talk to 
more professionals including (mental health, physicians, alternative health, and 
ministers) for mental health problems with emotions, nerves, alcohol, drugs or abuse. For 
these same church leaders, findings indicated that they would be somewhat more likely to 
talk to more lay persons such as family, friends, co-workers or acquaintances for 
substance abuse problems.    
With regard to the sociocultural predictor of experiencing more unfair treatment 
due to racial discrimination, church leaders who reported experiencing more frequent 
unfair treatment due to racial discrimination were more likely to use a higher number of 
professionals including (mental health, physicians, alternative health, and ministers) for 
all types of mental health problems and to talk to more lay persons such as family, 
friends, co-workers or acquaintances for substance abuse problems. These same church 
leaders also reported a higher number of all types of professionals helpful to them for all 
types of mental health problems.  Additionally, those respondents who reported 
experiencing more frequent acts of discrimination, indicated being more likely to use a 
higher number of professionals including (mental health, physicians, alternative health, 
and ministers) for mental health problems with emotions, nerves, alcohol, drugs or abuse 
and to talk to more lay persons such as family, friends, co-workers or acquaintances for 
substance abuse problems. Findings from this study highlighted that these same 
respondents indicated a higher number of professionals and lay persons being helpful to 
them for all types of mental health problems.   
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With regards to the sociocultural predictor of using more ways to cope with racial 
discrimination, results indicated that those respondents who more frequently used ways to 
cope with racial discrimination also were more likely to report a higher number of times 
using alternative services for general health or mental health related problems. These 
same respondents also reported using a higher number of professional treatments, a 
higher number of any professionals for mental health problems with emotions, nerves, 
alcohol, drugs or abuse as well as sadness, discouragement or lack of interest, and using 
more lay persons such as family, friends, co-workers or acquaintances for substance 
abuse problems. Finally, it appears that respondents who reported more frequent use of 
ways to cope with racial discrimination, also seemed report more professionals were 
helpful to them for all mental health problems.   
Regarding the sociocultural predictors related to racism, all of these findings were 
found to be antithetical to the proposed hypothesis. While the hypothesis suggested that 
church leaders who reported more racial discrimination would be less likely to report the 
extent of use of any service related to health or mental health problems, many of the 
church leaders reported the opposite.  Given the phenomenon of cultural mistrust 
consistent with the literature and the shortage of African American mental health 
professionals in the Unites States, the proposed hypothesis seemed to be a logical 
assumption (U.S. Department of Health and Human Services, 2001; Whaley, 2001). 
However, it was not determined from these results if these respondents were seeking and 
utilizing more lay persons as compared to other professionals for help with mental health 
problems. Nor was it determined if the professionals that they did utilize, were African 
American or of another race/ethnicity.  
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These are key factors that may shed further light on church leaders’ attitudes 
regarding of African American congregants utilization of mental health services outside 
the church and has implications for future research in this area.  Another possibility for 
interpreting these findings is that racism does in fact have a negative effect on African 
Americans well-being and leads to experiencing more sadness, distress, substance abuse 
and other related mental health problems, which in turn, leads to seeking more help both 
from professionals and lay people.   
From a religious/spiritual perspective, it was hypothesized that those church 
leaders with who felt more religious, more frequently attended church, participated in 
more church related activities, received more emotional support from church members, 
and more frequently received help from other church members as well as helped others at 
church, will more likely report using less services outside of the church. In reference to 
the religious/spirituality predictor of feeling more religious, for those respondents who 
reported feeling more religious or indicated that religion was very important to them, no 
findings regarding trends toward extent of service utilization emerged. However, for 
those respondents who indicated that they more frequently attended church, there 
appeared to be more respondents who may have received more professional outside 
mental health treatment for problems with emotions, nerves, alcohol or drugs.  
With regard to the church’s support network, those respondents who indicated 
that they felt more emotional support from church members also seemed to use less 
alternative health services, yet it appeared that they tended to use more lay persons such 
as family or friends for help with substance abuse problems. Additionally, those 
respondents who indicated that they received more help from other church members also 
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appeared to use more lay persons such as family, friends, co-workers and acquaintances 
for substance abuse problems. These findings do not support the part of proposed 
hypothesis suggesting that those who attended church, may possibly use less services for 
health or mental health problems.  Yet, these findings do support part of the hypothesis 
that suggests that those who are receiving more help and emotional support from church 
members are likely to go to more lay persons such as family or friends verses outside 
professionals regarding mental health concerns such as substance abuse problems.  This 
is consistent with the literature that posits many African Americans are more likely to 
first seek support from the church community, family or friends for mental health 
problems verses seeking help from outside professionals (Davey & Watson, 2008; 
Snowden, 1999; Whaley, 2001).  
Finally, for those respondents who reported that they did receive more outside 
mental health treatment for mental health problems, the findings did not reveal the 
race/ethnicity or gender of the mental health professional that they were treated by. These 
important demographic factors should be considered in the design of future research 
concerning the attitudes of church leaders regarding African American congregants 
seeking and utilizing professional mental health services.           
Limitations 
 One of the most significant limitations of this study was the complexity of church 
leadership.  Although initially conceptualized as fitting within a neat hierarchical 
structure, it was necessary to focus on role within the church rather than being realistic to 
trace attitudes and beliefs within the actual church hierarchy.  Related to this, another 
limitation was the relatively small sample size. As a result, this study has adopted a 
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largely descriptive nature and is best considered as an exploratory research project. On 
the other hand, the small sample size suggests that the significant results identified here, 
if replicated, should reflect effects of relatively large magnitudes. 
Initial concerns about recruitment motivation, highlighted another limitation 
given that the study was completely voluntary. While many of the church leaders were 
eager to participate over four separate time periods allotted for data collection, other 
potential participants within the sample population were either not available due to 
scheduling conflicts or expressed that they were very overwhelmed with everyday 
responsibilities and simply did not have the time to commit to this study.  Further 
information revealed that while the increased stress factors of potential respondents may 
have contributed to their lack of participation, lack of interest in information related to 
overall mental health may have also contributed to the smaller sample size.      
The length of the survey emerged as another limitation for this research project, 
given that the allotted time limit for completion was approximately one hour to complete 
over 200 self reported items. This could have created possible fatigue, contributing to a 
lack of clarity in understanding the questions as well as the potential for inaccurate 
responses and missing data. Given that the survey for this study was drawn from the 
NSAL which was initially developed to explore group and racial differences in mental 
health disorders, psychological distress and informal/formal service use related to various 
stressors, risk and salient factors and coping resources among adults and adolescents 
(Jackson, Torres et al., 2004), it may have been better to use a similar interview model 
verses self report measure. However, due to limited resources this would not have been a 
feasible option for this particular study.  
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The findings from this study cannot be generalized to other churches or to the 
larger African American population due to the one Baptist Mega-Church used for data 
collection, future studies exploring other churches and comparison of results are needed 
to more fully explain the transmission of views regarding utilize outside mental health 
services within this community.  
Additionally, it should be noted that the NSAL has been widely used and regarded 
as one of the most comprehensive and detailed instruments on mental health disorders 
and the mental health of African Americans ever completed (Jackson, Neighbors et al., 
2004), yet much of the wording is slightly confusing and many of the questions are long 
which may have been a barrier for some of the church leaders in terms of accurate 
responses. Finally, the task of coding, entering, data checking, and analyzing so many 
variables within the allotted time became at times a difficult task. With more time, further 
consideration may have been given to analyzing other models during the analysis phase 
of the study, which may have revealed clearer and more meaningful findings. Upon 
completion of this dissertation, further models will be explored for future peer reviewed 
publications. 
        Implications for Future Research 
This study highlights the need for future research to extend the exploration of 
mental health needs as well as mental health disparities among African Americans 
seeking, using, and receiving mental health services (U.S. Department of Health and 
Human Services, 2001). While this study has offered a preliminary look at African 
American church leaders and the transmission of their attitudes, values and beliefs with 
respect to congregants’ utilization of professional mental health services outside the one 
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Baptist Mega-Church, findings and trends revealed the need to continue the quest for 
understanding these often complex sociocultural and ecological constructs.              
Given the continued health and mental health disparities for the African American 
community and the enormous influence that church leaders at the highest level of the 
organizational structure can have on congregants, more studies should be designed to 
examine the transmission of attitudes as well as patterns of service utilization for mental 
health problems with this vulnerable population.       
Additionally, the examination of constructs such as race, gender and location of 
service preference for the use of mental health professionals may offer a valuable 
perspective for future research studies. These kinds of studies will contribute to the social 
science field and as well as to our communities by shedding light on more detailed salient 
socio-demographic, socio-cultural and religious/spiritual variables that predict attitudes 
about African American’s seeking outside mental health services as well as the utilization 
of mental health services from the unique perspective of African American church 
leaders.  Results from future studies may help to create more awareness by exploring the 
possibility of the potential need for gender and race matching between mental health 
professionals and African American clients.  
Finally, it is important to further understand if African American congregants 
within Mega Church structures may be more amenable to seeking and utilizing mental 
health services, if those same services outside of the church were provided within the 
more familiar holding environment of the church. Findings from this kind of future 
research has the potential to bridge a large gap by advocating for cross training and 
educational models which would encourage easier access to professional mental health 
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services for those who may be more likely to seek or use these services within the safer 
environment of the church.                             
Recommendations for Couple and Family Therapists 
In terms of recommendations for the field of Couple an Family Therapy, 
ultimately mental health professionals, clinicians, educators and administrators must 
work towards increasing cultural awareness of African American families closely 
connected with the church while at the same time building more collaborative 
relationships with church leaders and attempting to decrease the mental health disparities 
among African Americans in our community.   
Based on the findings of this study it is recommended that Couple and Family 
therapists become more culturally aware of the specific attitudes and trends related to 
church leaders who have a major influence among congregants within the African 
American community. Hence, developing these kinds of partnerships with church leaders 
in order to build trust may be the first step in understanding better ways to offer more 
culturally sensitive and spiritually competent mental health treatment.      
From a sociocultural perspective, this study suggests that Couple and Family 
Therapists need to develop better and more comprehensive models of treatment that 
integrate religiosity and spirituality by asking questions about religious involvement, the 
importance of religion, and church related emotional support. This kind of cultural 
sensitivity training, may offer more safety for both church leaders and their congregants 
and ultimately create more interest in utilization of professional mental health services 
either outside or inside the church.   
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Additionally, findings from this study suggest the need for the Couple and Family 
Therapy field to develop more comprehensive training programs that incorporate 
sociocultural variables such as the long term emotional injuries related to racial 
discrimination, short and long-term effects of discrimination due to skin color as well as 
positive and negative coping mechanisms related to racial discrimination. Understanding 
how these sociocultural experiences become either positively or negatively integrated 
within the fabric of many African Americans families is needed to more effectively 
partner with Black Church leaders and to provide culturally sensitive treatment to their 
congregants.                          
Finally, it is believed that research findings from this study is just the beginning  
of advancing the field of Couple and Family Therapy towards decreasing mental health 
care disparities among this historically underserved population by building relationships  
with Black Church leaders as well as with congregants within the church.                      
Self of the Researcher 
Based on my own personal experiences a religious African American female 
congregant of a Baptist Mega-Church, a family therapist and now as a researcher, these 
results have further confirmed what I have suspected over the past several years but did 
not have the research to support. While much of the literature suggests that highly 
religious African Americans and church leaders lack interest in seeking and utilizing 
mental health services for many valid reasons, I have personally seen a shift in the past 
five years that suggests the opposite. Prior to this research study my beliefs about a shift 
had merely been anecdotal, yet it appears that more church leaders as well as possibly 
more congregants are in fact choosing to seek mental health assistance from individuals 
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who can provide competent therapeutic services, both within and outside of the church. 
Coupled with the realization that the residual effects of slavery and racial discrimination 
still has a powerful effect on African Americans today, this study highlights the 
importance of creating opportunities for church leaders and their congregants to process 
these emotional injuries and painful experiences in a healthy and safe environment either 
inside or outside of the church.   
Capitalizing on this unique opportunity to build collaborative partnerships with 
mental health professionals offers many church leaders a way to receive help with the 
monumental task of caring for their congregants’ mental health needs. Additionally, 
many of those same church leaders who are called to serve so many others within the 
congregation seem more open now than ever before to receiving therapeutic treatment for 
themselves and for their own families. This phenomenon offers a very exciting 
opportunity to make a difference in our communities by helping to eradicate mental 
health disparities one family at a time. I believe that the church, church leaders as well as 
congregants have the potential to become even stronger mentally with professional 
mental health support that honors their powerful spiritual and religious cultural 
experiences.               
One of the key factors in beginning the process of bridging the gap is to look 
within the context of the church for many of the clinical resources that may already be 
residing within the congregation. By tapping into these mental health professionals, (e.g., 
my own expertise as a family therapist), that may already be present within the church, 
both church leaders and congregants may be even more willing to seek and utilize these 
professional mental health services from someone that is familiar to them and who has a 
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similar cultural and religious background. Additionally, these mental health professionals 
can serve as liaisons to connect church leaders and congregants to outside mental health 
services when needed, so that there is a direct link back to the church without feeling as 
though the congregant may get lost within the mental health system.                  
While I believe that the mental health field still has much to learn about 
developing ways to best meet the needs of Black Church leaders and their congregants, 
there does seem to have been some shifts from both systems in terms of a willingness to 
seek and utilize mental health services and more effort from mental health professionals 
to explore how to provide more competent and culturally sensitive treatment. Thus, while 
the need is great for professional mental health services within the context of the church, 
we as clinicians and researchers in this field we must be careful not to make false 
assumptions about what church leaders and their congregants need and want.  Based on 
the results of this study, it seems more prudent than ever before to collaborate in such a 
way that mental health professionals begin to listen intently to the voices of this diverse 
group of people.  
I believe the next step is to begin to structure professional mental health services 
inside and outside of the church in a way that would more likely be tailored to culturally 
fit the needs of these church leaders and their congregants. This is a large task that 
requires intentional training in outside mental health programs, but also requires cross 
training within the church, so that both church leaders and mental health professionals 
understand how to best work together for the good of the community within the church. I 
believe that a real difference can be made in our communities if these two microsystems 
(e.g., the mental health system and the church system) begin to build long lasting 
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relationships within the context of the church that assists in transcending the lives of 
church leaders as well as the families that come to them for help and as an African 
American congregant and family therapist, I want to be part of this important 
collaboration so I can personally help to make a difference in my own church 
community.                                      
Conclusions 
This exploratory, cross-sectional survey study is just a first step towards 
addressing the gap in the literature by examining what sociodemographic, sociocultural 
and religious and spiritual factors predict the attitudes and views of Black Church leaders 
about African Americans seeking and using professional mental health services. The 
most salient findings in terms of transmission of views about seeking and advising 
congregants to seek outside mental health services, the further the church leader was from 
the Senior pastor, the less favorable that church leaders views were about advising 
congregants to seek outside mental health services.  The Associate Pastors were in more 
direct contact with the Senior Pastor and had the most favorable and similar views, 
suggesting that the transmission of views was getting diluted the further the church leader 
was from the MKO, or senior pastor.  Findings ways to improve contact and transmission 
of views within larger churches so attitudes and views are transmitted more evenly 
throughout the hierarchical structure of the church is a future endeavor that might help to 
improve congregants use of outside mental health services when those services are 
needed. 
This exploratory study has contributed to the field by examining what salient 
sociodemographic characteristics are relevant when determining the views of Black 
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Church leaders about mental health service utilization. Subsequently, these findings 
revealed that church leaders who are single, female, Associate Pastors/Ministers appeared 
very amenable to talking about professional mental health service utilization with their 
congregants. However, male church leaders also appeared to be interested in advising 
congregants to seek outside mental health services and seemed more likely to talk both 
more frequently and more favorably with the Senior Pastor about these issues.  
Additional sociodemographic variables that proved to be relevant were that 
church leaders talking about advising congregants to seek and utilize mental health care 
services had been in their respective leadership roles longer, had higher levels of 
education and were married.  These findings have the potential to be more deeply 
explored with the hopes of accessing these church leaders who are more amenable to 
conversation and collaboration regarding building health relationships between the 
church and mental health communities. It is believed that these kinds of partnerships will 
contribute to decreasing the current mental health disparity among African American 
families within our communities.            
Further, in exploring salient sociocultural variables, findings revealed that church 
leaders who were more negatively affected by experiencing unfair acts of racial 
discrimination such as mistreatment due to skin color as well as those who felt higher 
levels closeness to Black people appeared to be more amenable than originally thought to 
seeking outside help. The findings from this study suggests a willingness for church 
leaders to process the emotional pain from injuries left from the residuals of slavery and 
hundreds of years of injustice due to racial discrimination. The implication of this finding 
is a need for the mental health field to create culturally sensitive and collaborative 
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partnerships that both honor the importance of religion and spirituality with this 
population and also recognize the potential for growth and healing from these emotional 
injuries through supportive and empathic therapeutic environments where the church and 
mental health communities can co-exist. These kinds of collaborative partnerships may 
be considered both, within and outside of the context of the church.                  
Finally, in highlighting various religious and spiritual variables, findings from 
this exploratory study revealed that those church leaders who embraced the importance of 
religion were more likely to talk with lay persons, alternative health professionals, 
ministers as well as less likely to talk to mental health care professionals. In some cases 
those church leaders who identified as very religious and attended church more 
frequently appeared more likely to talk with lay persons or even other clergy persons with 
whom they were more familiar and less likely to talk to outside mental health care 
professionals.   
Church leaders’ attitudes and views may be even more favorable about seeking 
and utilizing professional mental health services if those same services were also 
accessible inside of the church, where the integration of religion and spirituality within 
the therapeutic process is delivered in a more culturally sensitive way. Given what these 
study findings have revealed, it is important to create collaborative relationships that 
integrate what has historically been outside mental health care services so that these 
same services are provided within the safer context of the church community. 
Subsequently, creating a safety net will allow both the church leaders and mental health 
professionals to more effectively meet the mental health care needs of the African 
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American church congregants who might be less likely to seek or utilize outside mental 
health service.         
Additionally, there needs to be further research to explore how and if the race and 
gender of the therapist as well as of the church leader, affects African American church 
leaders’ attitudes and views about seeking and utilizing professional mental health care 
services.  It is also important to explore whether the location of the mental health care 
professional matters and whether church leaders and congregants would be more or less 
likely to seek and utilize more formal mental health services if those mental health 
professionals were housed within the Church community.             
Finally, in the quest to understand how to provide more comprehensive and 
culturally sensitive professional mental health care services to this underserved 
population, it is necessary to continue exploring these salient sociodemographic, 
sociocultural and religious and spirituality predictors from an inclusive and thoughtful 
perspective that honors the cultural environments of those unique families we seek to 
serve in the context of the church.      
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Appendix A 
      
DREXEL UNIVERSITY COLLEGE OF MEDICINE 
INSTITUTIONAL REVIEW BOARD (IRB) 
PROTOCOL SUMMARY OUTLINE FORM 
USE THIS TOPICAL OUTLINE TO ORGANIZE A 
 DETAILED SUMMARY OF YOUR PROTOCOL 
Please provide a typed copy  
Number the pages of the protocol summary  
Example:  1 of 3, 2 of 3, etc. (MAXIMUM OF 5 PAGES) 
 
1.     Project Title (give exact Title) 
Being Examples to the Flock: Transmission of Attitudes, Beliefs and Values about  
                                                   African Americans Seeking Mental Health Care  
                                                   Services within a Baptist Mega-Church 
                   
 
2.      Purpose and Rational e Specific to Subjects 
 
Clergy within the Black Church have had a significant role in addressing the social, 
economic, political and psychological needs of African Americans and their families. 
Little research has explored how the beliefs of Church leaders about mental health 
services affect behaviors of congregants regarding seeking professional mental health 
services, either within or beyond the church.  This cross-sectional survey study will 
examine transmission of these beliefs across three nested tiers of Church Leadership 
(Associate Pastor/Minister, Deacon/Deaconess and Congregation Care 
Giver/Deacon Aide) within one African American Mega-Church structure. This is a 
significant topic because research suggests that Black Church leadership within a 
church structure has a powerful effect on congregants’ beliefs, values and practices 
across a wide variety of domains.   
 
The proposed research has three aims. First, to understand the ways in which 
attitudes, beliefs and values about seeking mental health services outside of the 
Church are transmitted within the Church. Second, to identify socio-demographic 
variables (e.g., marital status, length of leadership service at the church, 
race/ethnicity, gender, age, educational level, etc.) associated with attitudes, beliefs 
and values about seeking mental health services outside of the church. Third, to 
identify sociocultural and ecological variables (e.g., experience of racism, religiosity, 
spirituality) associated with attitudes, beliefs and values about seeking mental health 
services outside of the church.  Better understanding these aims can help build and 
foster authentic partnerships between Church leaders and mental health professionals 
working within Mental Health systems also embedded in these same communities.  
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In turn, this can lead to collaborative strategies within the two systems of church 
community and mental health services to more effectively meet the mental health 
care needs of African Americans and their families. 
 
             
 
3.      Location of Study (campus, institution, etc.) 
A single Baptist Black Mega-Church in a large Northeastern metropolitan area in 
Philadelphia, Pennsylvania.  Enon Tabernacle Baptist Church in the Mt. Airy section 
of Philadelphia. 2800 West Cheltenham Ave. , Philadelphia, PA 19150     
4.      Time Period for Data Collection:  [This pertains to dates of 
charts/records/tissue or other information you will be collecting, but NOT the date 
you are starting your project.    This information is especially important if the data 
you are collecting is existing on the day you proposed this research project to the 
IRB.   Example: I or we are reviewing charts/records or using tissue samples that are 
already collected or existing since January 1991 –  December 2001, but will not review 
charts/records past this date) 
Data will be collected through a self-report survey adapted from the National Survey 
of American Life, from the Associate Pastors/Ministers, Deacons/Deaconess and 
Congregation Care Givers/Deacon Aides within the Baptist Mega-Church in 
Philadelphia. All data will be self-report measures collected from staff and volunteer 
staff members at one time point on three Saturday dates in September, 2008, pending 
IRB approval.    
5     Anticipated start and end of study (These are dates when you will start or 
complete the study.  This date is unrelated to the dates of data you are analyzing.) 
You may want to say, for example, research will begin after IRB approval and 
continue until … (give a date). 
        (From…September 6, 2008……………To…September 6, 2009….………) 
6.      Enrollment Information 
          6a.      Age Range 18-80    
          6b.      Gender Males and Females 
          6c.       No. of subjects to be enrolled 275 
          6d.       Specify if there are Minority Groups to be included in this study 
               Ethnic minorities living in the United States, including African Americans, do 
not have equal access to more formal mental health professionals even within their own 
communities.  Blacks are no more likely to suffer from mental illness, yet there are many 
factors that prevent them from getting the mental health services they need and when they 
do, the treatment may be substandard or too late (U.S Department of Health and Human 
Services, 2001). For this reason, African American women and men are being included in 
the study. Additionally, the particular Mega-Church being used as the sample site is 
primarily African American, however, any Church leader within the three nested tiers that 
are being investigated may participate in the study, regardless of race or ethnicity.       
 
7.       Subject Type (healthy subjects, seriously ill subjects, decisionally impaired, etc.) 
Church leaders who are physically healthy within three nested tiers of Church Leadership 
(Associate Pastor/Minister, Deacon/Deaconess and Congregation Care Giver/Deacon 
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Aide) within one Baptist Black Mega-Church structure.  
8.       Subject Source:  (in-patients, out-patients, community, special clinics, etc.) 
All staff and volunteer staff will be asked to volunteer for this cross-sectional survey 
study drawn from a single Baptist Black Mega-Church in a large Northeastern 
metropolitan area (Associate Pastor/Ministers, Deacons/Deaconess and Congregation 
Care Givers/Deacon Aides). 
9.       State  How Subjects Are Recruited 
The research investigator will attend three staff meetings to recruit participants in the 
study. The investigator will prepare a script introducing the purpose of the study and the 
nature of survey materials in order to ensure that all potential participants are completely 
informed about the details of the study. The Senior Pastor at The Enon Tabernacle Baptist 
Church has supported this study. (see Appendix C for Letter of Support) 
10.        Do you plan to advertise for volunteers in any way?  Yes     No X       (If 
yes, supply copy/copies of advertisements.) 
11.    What is your proposed method of advertisement?  Check all that apply. 
Bulletin boards                     Electronic media   
Print ads                                Radio/TV                           Other x   Describe: 
Investigator will Advise all potential participants verbally at the regularly scheduled 
meetings intended to recruit participants for the study.  ________________ 
12.    Will you be giving Incentives or Remuneration?  Please describe how this will be 
done. 
No Incentives or Remuneration will be given for participation in this study, but refreshments 
will be made available during the time the participants are completing the survey. 
13.      Subject Inclusion Criteria:  (Investigator:  be as specific as possible) 
Included in the study will be Church leaders within the nested hierarchical structure. 
These potential participants are staff and volunteer staff (Associate Pastors/Ministers, 
Deacons/Deaconess and Congregation Care Givers/Deacon Aides). This core group falls 
within the inclusion criteria for the chosen target sample site at The Enon Tabernacle 
Baptist Church. Anyone within this core group of Church leaders may participate 
regardless of race or ethnicity. 
14.      Subject Exclusion Criteria:  (Investigator:  be as specific as possible) 
Church leaders that include staff (paid) and volunteer staff (non-paid) who are not assigned a 
role within the church structure that involves providing care to congregants for their mental 
health problems (i.e., Church leaders who are not Associate Pastors/Ministers, 
Deacons/Deaconess and Congregation Care Givers/Deacon Aides).       
15.     Investigational Methods and Procedures (Be specific. If applicable, provide  
under a separate heading a list of research procedures and standard of care 
procedures). 
Procedure 
Setting: The setting for the data collection will be a class room located in the 
family life center of the Church. The data will be collected at three different Saturday 
meetings, from the Associate Pastors/Ministers, Deacons/Deaconess and Congregation 
Care Givers/Deacon Aides) within the Baptist Mega-Church in Philadelphia. All data will 
be self-report measures collected from staff and volunteer staff members. The researcher 
will collect and analyze the data from the survey.   
Permissions:  Data collection will begin only after Drexel University’s Internal 
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Review Board (IRB) has approved the study. Participation in this study is completely 
voluntary and anonymous. All participants may refuse participation or stop at any time 
without penalty. To ensure strict confidentiality and anonymity, all surveys (see Appendix 
D) will be coded with numbers and no names to protect the identity of the participant. The 
identity of all participants will not be revealed without written consent. 
 
Data Collection  
The principal investigator will prepare a script introducing the nature of survey 
materials in order to ensure that the presentation of the material is similar for all 
participants. The investigator will attend three staff meetings to recruit participants in the 
study. After appropriate adult consents are completed, the staff will take approximately 60 
minutes to finish the four section survey instrument (See Appendix D). At any point in 
time, a participant may refuse to participate in the project.  Participants will not receive 
any remuneration for participating in the confidential and anonymous survey, and the 
study is not expected to have any risks.  
 
Data Processing and Analysis Plan 
 All data will be entered in an SPSS data base and checked against completed 
questionnaires.  Frequencies, descriptive statistics (e.g., M, SD, skewness, kurtosis), and 
bivariate statistics (correlations, cross tabulations) will be obtained for all measures to 
ensure accuracy and logical consistency.  
All analyses will account for the hierarchical nature of the data (i.e., CCGs/ 
Deacon Aides are nested within Deacons and Deaconess ; Deacons/Deaconess are nested 
within Associate Pastors/Ministers).  To begin, we will estimate intra-class correlation 
coefficients (ICCs) to obtain an estimate of the extent to which individuals’ attitudes, 
behaviors, and beliefs can be predicted from the hierarchical structure of the data.  All 
relevant levels of structure will be obtained, and data will be collapsed across levels 
which are not statistically significant. 
Random effects regression models will be used to predict individual attitudes, 
behaviors, and beliefs about mental health services, and will include predictors at both the 
individual and subordinate (e.g., Deacon/Deaconess or Associate Pastor/Minister) levels 
in order to estimate effects across levels of the hierarchical structure of the data. When 
appropriate models have been identified, we will also consider potentially moderating 
influences across levels, such as whether there is a stronger association across levels of 
the hierarchical structure for individuals with certain characteristics or experiences (e.g., 
own or family history with mental illness). 
 
16.      Describe Potential Benefits to the subjects (Please remember that there may    
not always be a benefit to the subject ) 
 
          While there are may be no direct benefits to you from participating in this study, there may  
be indirect benefits based on your level of awareness as a result of participating in this study.  
Further, our intention is to gain valuable information that will ultimately help to decrease racial 
disparities among underserved populations in our communities which may have an indirect 
benefit to you.    
           Additionally, you many learn new things about yourself as it relates to your own views 
  
 
                                                                                
  
 
  
 
255
about professional mental health care utilization. This may also be helpful to others within your 
congregation or even in your family who may benefit from your new awareness of variables that 
influence your views about African Americans seeking professional mental health care services.  
            The exploration of the three specific aims of this study will fill a gap by examining 
the ways in which messages regarding attitudes, beliefs and values are being transmitted 
throughout the hierarchical structure of Church leadership as it relates to African 
Americans seeking professional mental health care services. Also, by examining these 
constructs, collaborative strategies within the two systems of church community and 
mental health community can be developed to more effectively meet the mental health 
care needs of African Americans and their families in our communities.  This goal will 
serve to increase awareness of the barriers to mental health care utilization while 
providing information to Church leaders that may assist them in more effectively meeting 
the needs of their congregants.             
             By exploring these areas, our efforts will add to the rich discussion of how to 
better understand what messages regarding attitudes, beliefs and values are being 
transmitted throughout the hierarchical nested structure of African American Church 
Leadership about professional mental health care seeking behavior. Hence, possibly 
stimulating ideas related to collaborating with mental health systems and easing the 
burden placed upon Church leaders within Black Mega-Churches.    
17.      Possible Risks and Discomforts to Subjects (include expected frequency and 
severity of adverse reactions or risks) 
There are no anticipated serious risks and discomforts to the target population at this time as 
it is a one time one hour self report survey in which the staff and volunteer staff participants 
are being asked about their attitudes, beliefs and values regarding the subject of professional 
mental health care seeking behavior. At any time volunteers can discontinue participation 
with no personal or professional repercussions within the Church. 
18.      Describe what special precautions are taken to minimize the risks described 
above. 
At any time, a participant is free to stop completing the survey as they are volunteering to 
participate of their own free will. All information is confidential and anonymous and no 
identifiable information will be written on the survey. The survey will be coded with a 
number that will not be linked to the participant.             
19.      What will you do if unforeseen risks occur? 
The researcher will be available during the entire time that the survey is being completed and 
will be available for debriefing if any participants express a desire to talk or process 
information based on answering the questions in the survey. Also, a list of therapists and 
contact information will be made available to them as well as additional clergy resources if 
they feel more comfortable talking with someone from the Church. In the case of a risk 
occurring, any and all risks will be reported to the Office of Regulatory Compliance.          
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Appendix B 
Adult Consent Form 
 Subject’s Initials: ________ 
 Page 1 of 5 
  
1. SUBJECT NAME: ____________________________________________________ 
2. TITLE OF RESEARCH: Being Examples to the Flock: Transmission of Attitudes, 
Beliefs and Values about African Americans Seeking Mental Health Care Services 
within a Baptist Mega-Church 
3. INVESTIGATOR’S NAME: Maureen Davey, Ph.D., LMFT 
 Argie J. Allen, MFT 
4. RESEARCH ENTITY:  Drexel University 
5. CONSENTING FOR THE RESEARCH STUDY: 
 
This is a long and important document. If you sign it, you will be authorizing Drexel 
University and it’s researchers to perform research studies with you as the participant 
in this study. You should take your time and carefully read it. You can also take a 
copy of this consent/permission form to discuss it with your family member, attorney 
or any one else you would like before you sign it.  Do not sign it unless you are 
comfortable in participating in this study. 
6. YOUR RIGHT TO PRIVACY AND CONFIDENTIALITY: 
 
The survey you will be asked to complete for the purposes of this study will not have 
any self identifiable information on it the protect your right to privacy and 
confidentiality. Therefore, all the information collected and analyzed for the study 
will be confidential. 
 
7. PURPOSE OF RESEARCH: 
 
You are being asked to participate in a research study.  The main purpose of this 
research study is to explore the attitudes, beliefs and views, of Black Church leaders 
regarding African Americans seeking professional mental health care services for 
mental health problems outside the church. One of the ultimate goals of this study is 
to help build and foster better partnerships between Black Church leaders and mental 
health professionals working within Mental Health systems. With the results of this 
study, we hope to more effectively meet the mental health care needs of African 
Americans and their families within your congregations.
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 Subject’s Initials: ________ 
 Page 2 of 5 
 
8. PROCEDURES AND DURATION: 
 
The setting for the data collection will be a class room located in the Family Life 
Center or second floor of the Enon Tabernacle Baptist Church located at 2800 West 
Cheltenham Ave. Philadelphia PA., 19150. The date will be on a Saturday in 
September, 2008.  
 
You will be notified in advance of which particular Saturday. The data will be 
collected at two time points on that Saturday. Thus, there will be two time frames in 
which you have an opportunity to take the survey; at 10:00am and at 12:00pm. To 
complete the survey, it will take approximately 60 minutes.  
 
Eligible participants for the study are all Associate Pastors/Ministers, 
Deacons/Deaconess and Congregation Care Givers/Deacon Aides at the Enon 
Tabernacle Baptist Church who have agreed to volunteer for the study. All data will 
be self-report measures collected from you as staff and volunteer ministry members 
of the Church.  
 
Your participation in this study is completely voluntary. You may refuse participation 
or stop at any time. To ensure strict confidentiality, all surveys will be coded with 
numbers and no names to protect your identity as the participant. Your identity as the 
participant will not be revealed without written consent. 
 
The principal investigator will introduce the nature of survey materials to you along 
with the rest of the group and clarify any instructions before you begin. This will be 
done to ensure that the presentation of the material is similar for everyone 
participating in the study and that you clearly understand the survey you will be 
completing. 
 
If you have any questions within the time frame allotted for completion of the survey, 
the two researchers, Argie Allen and her researcher advisor, Dr. Maureen Davey will 
be available to respond to questions or concerns throughout the entire time. 
 
9. RISKS AND DISCOMFORTS/CONSTRAINTS: 
 
The research is not expected to cause any harm or discomfort.  While it is very 
unlikely, you may experience some discomfort completing the self report survey. In 
the event this occurs, the researchers who are also Couple and Family Therapists will 
be available for assistance or have a Clergy person available to assist you. 
Additionally, you will be assured both verbally and in writing that you may stop at 
any time. Your status and position as a Church leader will not be affected in any way 
if you decide to not participate in the study.  
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 Subject’s Initials: ________ 
 Page 3 of 5 
 
10. UNFORESEEN RISKS: 
 
Participation in the study may involve unforeseen risks.  If unforeseen risks occur, 
they will be reported to the Office of Regulatory Research Compliance.  
 
11. BENEFITS: 
 
While there are may be no direct benefits to you from participating in this study, there 
may be indirect benefits based on your level of awareness as a result of participating in 
this study.  Further, our intention is to gain valuable information that will ultimately help 
to decrease racial disparities among underserved populations in our communities which 
may have an indirect benefit to you. 
 
Additionally, you many learn new things about yourself as it relates to your own views 
about professional mental health care utilization. This may also be helpful to others 
within your congregation or even in your family who may benefit from your new 
awareness of variables that influence your views about African Americans seeking 
professional mental health care services.  
 
12. ALTERNATIVE PROCEDURES: 
 
The alternative is not to participate in this study. 
 
13. REASONS FOR REMOVAL FROM STUDY:  
 
You may be required to stop the study before the end for any of the following 
reasons: 
a) Change in physical condition, illness or unforeseen circumstances. 
b) If all or part of the study is discontinued for any reasons by Drexel University 
authorities.  
c) If you are unable to adhere to requirements for participation established by the 
researcher.  
 
14. VOLUNTARY PARTICIPATION: 
 
Participation in this study is voluntary, and you can refuse to be in the study or stop at 
any time. There will be no negative consequences if you decide not to participate or 
to stop. 
 
15. RESPONSIBILITY FOR COST: 
 
There is no cost to you as a result of participating in this study.  All costs related to 
this study will be incurred by the principal investigator and Drexel University. 
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 Subject’s Initials: ________ 
 Page 4 of 5 
 
16. STIPEND/REIMBURSEMENT: 
 
You will not receive any financial compensation for your participation.   
Refreshments will be available throughout the duration of the study. 
 
17. IN CASE OF INJURY: 
 
If you have any questions or believe you have been injured in any way by being in 
this research study, you should contact Dr. Maureen Davey at telephone number 
(215-762-1708) or myself, Argie Allen at telephone number (215-762-1759). 
However, neither the investigator nor Drexel University will make payment for 
injury, illness, or other loss resulting from your being in this research project. If you 
are injured by this research activity, medical care including hospitalization is 
available, but may result in costs to you or your insurance company because the 
University does not agree to pay for such costs.  If you are injured or have an adverse 
reaction, you should also contact the Office of Regulatory Research at 215-255-7857. 
 
18. CONFIDENTIALITY:  
 
The results from this study may be published, but participants’ names or any other 
information that could identify participants will not appear in the publication. 
 
Dr. Maureen Davey and Argie Allen will be available to discuss the outcomes of this 
study with participants of the Church leadership at the Enon Tabernacle Baptist 
Church. The results of this study will not indicate any participant’s responses in that 
there will be no identifiable information on the surveys upon completion. This is to 
ensure protection of confidentiality. 
 
19. OTHER CONSIDERATIONS: 
 
If you require further information regarding your rights as a research participant or if 
you have problems with a research-related injury, for medical problems please 
contact the Institution’s Office of Regulatory Research Compliance by telephoning 
215-255-7857. 
 
  
 
                                                                                
  
 
  
 
260
 Subject’s Initials: ________ 
 Page 5 of 5 
 
20. CONSENT/PERMISSION: 
 
o I have been informed of the reasons for this study. 
o I have had the study explained to me. 
o I have had all of my questions answered. 
o I have carefully read this consent form, have initialed each page, and have 
received a signed copy. 
o I give consent voluntarily and my permission to participate in this study.  
 
 
 
_______________________________________  ________________________ 
Participant or Legally Authorized Representative  Date 
 
 
_______________________________________  ________________________ 
Investigator or Individual Obtaining this Consent  Date 
 
 
 
List of Individuals Authorized to Obtain Consent 
 
Name Title Day Phone# 24 Hr Phone # 
Maureen Davey Assistant Professor 215-762-1708 215-762-1708 
Argie J. Allen Researcher 215-762-1759 215-762-1759 
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Appendix C 
           
 
Support Letter 
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Appendix D 
See Attached Instrument 
 
Professional Mental Health Seeking Study 
  Transmission of Attitudes, Beliefs & Values (1) Survey 
Modified from (National Survey of American Life) 
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